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PREFACE 

I  AM  not  very  sure  whether  this  volume  consists  of 
essays,  or  studies,  or  stray  thoughts.  I  rather 
fancy  it  is  something  of  all  three. 

I  am  the  more  inclined  to  this  view  because  it 
allows  a  convenient  loophole  of  escape.  If  any  objects 
that  this  or  that  is  out  of  place  in  a  study  of  the 
particular  subject,  he  may  nevertheless  grant  that  it 
would  be  admissible  amongst  stray  thoughts ;  or  con¬ 
versely,  it  may  be  granted  that  what  seems  too 
laboured  for  stray  thinking  is  conformable  to  a 
serious  study.  The  basis  of  the  book  is  a  considera¬ 
tion  of  some  everyday  phenomena  of  life,  particularly 
of  the  life  of  the  child,  and  also  of  these  phenomena 
in  relation  to  disease  or  ill  health. 

These  happenings  might  be  considered  from  the 
lofty  heights  of  philosophic  speculation,  or  from  the 
viewpoint  of  physiology,  or  in  regard  to  the  latest 
utterance  of  psychology.  Majores  majora  sonent ;  I 
have  not  attempted  any  such  approach  nor,  indeed, 
am  I  capable  of  it.  I  have  considered  my  subject 
simply  as  a  clinician  whose  life  has  been  spent  in 
contact  with  children. 

Although  the  terminus  a  quo  of  my  remarks  has 
been  the  common  and  familiar,  a  consideration  of 
these  same  happenings  in  their  morbid  aspects  has 
led  me  now  and  again  into  descriptions  of  happenings 
which  are  far  from  common,  so  that  some  latitude 

i 

must  be  allowed  to  the  title  of  my  book. 

It  has  been  my  habit  to  keep  notes  of  every  case 
coming  under  my  observation,  as  far  as  practicable, 
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so  that  I  have  been  at  no  loss  to  find  some  of  the 
material  I  wanted,  but  too  often  I  have  felt  humi¬ 
liated  and  vexed,  on  referring  to  my  records,  to  find 
that  some  point,  now  seen  to  be  of  interest  or  signifi¬ 
cance,  has  been  omitted.  If  some  of  the  cases  quoted 
seem  thus  incomplete,  I  can  only  give  them  for  what 
they  are  worth  and  cry  mea  culpa. 

I  have,  however,  purposely  avoided  lengthy  details 
of  individual  cases  and  limited  my  mention  to  what 
seemed  to  be  strictly  relevant,  bearing  in  mind  those 
wise  words  of  Anthony  Trollope,  that  ‘of  all  the 
needs  a  book  has,  the  chief  need  is  that  it  be  readable  \ 

If  the  dullest  and  deadest  of  all  reading,  to  wit, 
statistics,  appears  here  and  there,  may  it  be  forgiven ! 
Statistics,  notwithstanding  all  their  fallacies,  do  in 
some  sort  give  a  sense  of  perspective. 

Some  may  feel  it  wearisome  that  I  have  so  con¬ 
stantly  given  the  age  of  each  child  mentioned,  but 
those  who  have  had  most  to  do  with  children  will 
realize  how  essential  this  is,  inasmuch  as  the  norm  in 
respect  to  most  of  the  phenomena  of  life  alters  almost 
from  year  to  year  in  childhood  (and  more  rapidly 
still  in  infancy),  so  that  what  might  be  normal 
behaviour  or  reaction  in  a  child,  say,  three  years  old, 
might  be  less  normal  at  four,  and  abnormal  at  five 
years  old. 

Part  of  the  matter  collected  here  has  appeared  in 
articles  which  I  have  contributed  to  journals.  I  am 
indebted  to  the  Practitioner  and  to  the  King's  College 
Hospital  Gazette  for  permission  to  make  use  of  some, 
but  most  of  it  appears  now  for  the  first  time. 

G.  F.  S. 
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I 

OF  CRYING 


‘TX7TTH  weoping  we  comen,  With  weoping  we 

V  V  passen  ’,  wrote  an  English  poet  in  the  fifteenth 
century.  It  is  the  common  and  the  saving  lot  of  all 
mankind  to  enter  upon  life  with  crying :  it  is  our  first 
utterance,  our  first  protest  against  the  harsh  world 
into  which  a  fate  over  which  we  had  no  control  has 
brought  us. 

‘When  I  was  born’,  said  the  Wise  Man,1  ‘I  drew 
in  the  common  air,  and  fell  upon  the  earth  which  is 
of  like  nature,  and  the  first  voice  which  I  uttered 
was  crying,  as  all  others  do.’  Why  should  an  infant 
cry  as  soon  as  it  is  born,  or  even  before  birth  is  com¬ 
plete  ?  If  it  must  needs  sound  a  diapason  with  its 
newly  liberated  organ  of  respiration,  why  not  a  lusty 
laugh  at  the  motley  crew  it  has  come  to  join  ? 

It  is  easy  to  say  that  the  crying  of  the  newly  born 
is  a  beneficent  provision  of  Nature  for  perfecting  the 
expansion  of  the  hitherto  unused  lungs,  but  why 
should  not  the  infant  merely  take  deep  breaths  to 
accomplish  this  ? 

Physiologists  tell  us  that  the  respiratory  centre 
is  stimulated  to  action  at  birth  by  want  of  oxygen 
when  the  supply  from  the  mother  is  being  dimi¬ 
nished  and  stopped  by  the  tying  of  the  umbilical 
cord,  and  this  stimulus  is  increased  by  sensory  re¬ 
flexes  from  the  skin,  but  no  explanation  is  forth¬ 
coming  for  the  occurrence  at  birth  of  that  particular 

1  Wisdom,  vii.  3. 
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modification  of  respiration  which  we  call  crying. 
The  re-establishment  of  respiration  in  an  asphyxiated 
or  drowned  person  does  not  result  in  a  cry ;  when  the 
respiratory  centre  has  failed,  overcome  by  an  anaes¬ 
thetic,  recovery  is  not  associated  with  crying.  There 
seems  no  obvious  reason  why  the  first  establishment 
of  respiration  should  be  accompanied  by  crying. 

We  came  crying  hither : 

Thou  know’st,  the  first  time  that  we  smell  the  air 
We  wawl  and  cry.  .  .  . 

When  we  are  born  we  cry  that  we  are  come 
To  this  great  stage  of  fools. 

Thus  the  mad  King  Lear ;  but  sober  reason  feels  that 
an  explanation  is  still  to  seek. 

If  one  assumes  that  a  cry  is  an  indication  of  dis¬ 
pleasure  or  discomfort,  then  it  might  be  suggested 
that  the  exchange  of  the  softly  cushioned  warm  nest 
in  the  womb  for  the  harder  and  chillier  contact  of 
the  outer  world  might  be  reason  for  crying.  But,  as 
is  well  known,  the  cry  has,  in  rare  instances,  begun 
in  the  womb  ( vagitus  uterinus)  when  the  membranes 
have  ruptured  and  air  has  been  admitted  to  the 
uterus.  Even  so,  the  tactile  conditions  must  be 
altered  by  the  strong  contractions  of  the  uterus  and 
the  chillier  air  admitted,  so  that  such  cases  would 
not  altogether  negative  the  supposition  of  discom¬ 
fort. 

Even  in  early  infancy  there  are  differences  in  the 
character  of  crying  according  to  its  significance ;  the 
cry  of  hunger  can  be  distinguished  by  the  practised 
ear  from  the  cry  of  pain.  The  cry  at  birth  differs  in 
no  way  from  the  cry  of  pain  or  discomfort. 
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But  is  the  infant  at  birth  capable  of  distinguishing 
sensations  ?  Reaction  to  touch  and  temperature  is 
present  on  the  day  of  birth  even  in  premature  in¬ 
fants;1  how  far  painful  stimuli  are  distinguished  as 
such  at  the  time  of  birth  is  uncertain. 

4  It  is  as  natural  ’,  says  Bacon  in  his  essay  on  Death, 
'to  die  as  to  be  born,  and  to  a  little  infant  perhaps, 
the  one  is  as  painful  as  the  other.’  The  philosopher’s 
conjecture  may  have  something  of  truth  in  it,  even 
if  at  birth  pain  be  felt  only  as  a  vague  feeling  of 
discomfort. 

Certainly  if  rough  handling  had  any  part  in  its 
causation  there  would  be  excuse  enough  in  many  a 
delivery  for  abundant  crying  at  birth;  but  crying 
seems  to  bear  no  relation  to  the  degree  of  violence 
which  the  infant  has  suffered  during  its  passage  into 
the  world,  except  indeed  that  the  most  difficult 
labours  are  those  in  which  there  is  most  often  delay 
or  absence  of  that  crying  which  is  in  some  sense  the 
shout  of  triumph,  the  veni,  vidi,  vici  of  the  new-born 
infant,  the  earliest  sign  of  its  well-being. 

Screaming  in  early  infancy 

When  the  perils  of  birth  have  been  safely  passed 
the  normal  infant  spends  most  of  its  time  sleeping, 
with  short  intervals  awake  for  food,  and  crying  only 
occurs  as  the  signal  of  some  unsatisfied  desire, 
whether  for  food  or  sleep  or  for  comforting  of  some 
sort,  or  else  as  an  indication  of  pain  or  discomfort. 
But  there  are  infants  who  during  the  first  few,  per¬ 
haps  six  or  seven,  weeks  of  life  scream  and  scream, 

1  Peterson,  Lying-in  Hospital,  New  York,  Dec.  1910. 
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and,  sleeping  but  little,  wake  to  scream  again.  I  say 
advisedly  ‘  scream  ’,  for  the  character  of  the  crying  is 
something  abnormal,  it  is  more  like  the  screaming 
from  pain  or  discomfort  than  the  crying  of  a  hungry 
infant. 

In  some  of  these  cases  there  is  a  history  of  difficult 
labour,  and  in  some  the  after-history  shows  mental 
deficiency  with  or  without  some  spasticity.  I  suggest, 
though  I  can  adduce  no  post-mortem  evidence  to 
prove  it,  that  the  screaming  in  such  cases  is  due  to 
organic  lesion,  perhaps  meningeal  oedema  or  even 
haemorrhage,  perhaps  cortical  bruising  or  congestion, 
producing  cerebral  irritation  and  headache.  Cer¬ 
tainly  the  after-history  of  some  of  these  cases 
should  make  one  view  them  with  anxiety,  until  suffi¬ 
cient  time  has  elapsed  to  show  that  the  child  is 
physically  and  mentally  sound. 

Crying ,  weeping ,  and  sobbing 

At  any  time  during  the  first  few  months  of  life  the 
commonest  causes  of  crying  are  desire  for  food,  and 
discomfort  of  indigestion,  especially  with  flatulence 
from  feeding  which  is  faulty  in  some  respect.  The 
infant  at  this  stage  has  cno  language  but  a  cry’,  and 
if  he  talks  rather  much  about  his  wants  and  his  ail¬ 
ments  in  the  only  language  that  he  knows,  it  is  no 
more  than  much  older  people  do  without  being  dubbed 
‘bad-tempered’,  as  too  often  befalls  the  baby. 

Crying  in  the  first  few  weeks  of  life  is  purely  a 
respiratory  manifestation — apart  from  its  exciting 
causes.  It  is  not  until  the  infant  is  some  weeks  old 
that  crying  begins  to  be  associated  with  increase  of 
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lachrymal  secretion  so  that  the  eyes  are  suffused  or 
tears  run  down  the  cheeks;  the  child  'weeps’. 

The  age  when  tears  are  first  shed  would  seem  to 
vary  considerably.  Darwin  says  that  in  his  own 
child  there  was  only  'slight  suffusion’  of  the  eyes 
with  crying  at  67  days  old,  and  tears  first  ran  over 
the  eyelids  at  139  days  old;  he  refers,  however,  to  a 
case  in  which  '  tears  ran  down  at  the  unusually  early 
age  of  42  days’,  and  says  that  a  Lancet  reviewer 
stated  that  he  had  seen  'tears  roll  freely  down  the 
cheeks  of  a  child  under  a  month  old’.  A  medical 
colleague  whom  I  had  asked  to  observe  this  point 
specially  in  his  own  infant  found  that  the  first  tears 
were  shed  on  the  28th  day.  In  another  case,  an  infant 
born  one  month  prematurely,  tears  were  first  shed 
on  the  46th  day. 

The  peculiar  jerky  modification  of  respiration  which 
we  call  '  sobbing  ’  first  occurs  at  a  later  age  than  the 
shedding  of  tears.  Darwin  in  his  own  infant  noticed 
it  first  at  the  age  of  138  days.  I  have  noted  its  first 
occurrence  in  an  infant  aged  7  months  and  9  days. 

I  doubt  if  weeping  or  sobbing  ever  occurs  in  the 
first  year  of  life  apart  from  crying.  In  later  childhood 
either  may  occur  alone.  As  a  result  of  some  disap¬ 
pointment  or  other  disturbing  emotion  the  eyes  fill 
with  tears,  which  may  or  may  not  be  followed  by 
sobbing  or  the  still  more  audible  'crying’. 

I  have  used  the  term  'screaming’  to  indicate  an 
exaggerated  form  of  crying  with  a  more  intense 
series  of  forced  inspirations  and  especially  expirations. 
It  is  convenient  to  draw  this  distinction,  as  screaming 
sometimes  has  a  significance  of  its  own. 
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However  uncertain  the  cause  of  the  crying  at  birth 
may  be,  thereafter  the  ultimate  basis  of  all  crying 
is  psychical,  whether  the  emotion  which  expresses 
itself  in  crying  is  of  purely  psychical  or  of  sensory 
origin. 

I  shall  say  little  about  the  crying  which  is  due  to 
pain.  Children  are  probably  neither  more  nor  less 
sensitive  to  pain  than  older  persons,  but  their  emo¬ 
tions  are  usually  less  under  control,  so  that  the  child 
cries  more  readily  under  the  influence  of  pain. 

The  sensitivity,  if  one  may  so  say,  of  the  psyche 
varies  not  only  in  individuals  but  under  varying 
conditions  of  health.  It  is  a  familiar  fact  that  in 
conditions  of  perfect  health  some  children,  and  some 
grown-ups  also,  are  more  tearful  than  others;  they 
cry  more  readily. 

I  remember  a  healthy  boy  who,  at  the  age  of  about 
8  years,  dissolved  into  tears  when  an  affecting  story 
was  read  to  him,  and  a  girl  who  at  the  age  of  12  years, 
taken  to  see  a  play  with  rather  pathetic  plot,  sat 
quietly  with  tears  running  down  her  cheeks  as  she 
watched.  In  both  cases  other  children  present 
showed  no  sign  of  similar  emotions. 


Crying  due  to  ill  health 

A  tendency  to  cry  too  easily  is  a  common  symptom 
of  ill  health  in  children.  The  depression  which  some¬ 
times  follows  an  attack  of  influenza  is  familiar 
enough.  I  have  notes  of  a  boy  aged  8f  years  who  for 
several  weeks  after  influenza  became  very  depressed 
and  would  cry  without  apparent  cause  except  that 
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he  said  he  ‘  felt  sad  ’ ;  he  had  become  nervous  and 
had  occasional  headaches  since  the  influenza,  but  the 
crying  was  not  associated  with  the  headaches. 

This  tendency  to  crying  and  tearfulness  is  often 
seen  with  the  ill  health  which  goes  with  chronic 
indigestion. 

Vera  R.,  aged  7|  years,  for  the  past  eighteen  months 
had  frequently  been  depressed  and  apathetic.  Her 
mother  said,  ‘  She  cries  if  you  speak  to  her. 5  The  child 
herself  had  told  her  mother:  ‘I  feel  as  if  I  could  scream.  ’ 
There  was  no  organic  disease,  but  she  was  poorly  nour¬ 
ished,  her  appetite  was  bad,  her  tongue  thickly  furred, 
her  skin  dry,  and  her  hair  had  that  ‘dead’,  dull  appear¬ 
ance  which  so  often  accompanies  prolonged  ill  health  in 
children. 

Katharine  S.,  9J  years,  brought  on  account  of  ‘frequent 
crying  without  apparent  cause’:  her  appetite  was  poor, 
she  was  about  4  lb.  below  the  average  weight  for  her  age, 
she  was  dark  under  the  eyes,  her  abdomen  was  unduly 
distended,  she  talked  and  ground  her  teeth  in  her  sleep, 
and  suffered  with  morning  headaches.  Threadworms  had 
not  been  seen  but  were  suspected :  she  showed  no  organic 
disease. 

Such  cases  are  common  enough;  I  mention  them 
to  stress  the  association  of  tearfulness  and  depression 
with  poor  digestion.  Occasionally  depression  of  this 
sort  is  part  of  the  nervous  disturbance  caused  by 
threadworms. 

Why  or  how  such  conditions  give  rise  to  tearfulness 
is  not  clear.  It  is  easy  to  talk  of  toxic  effects,  and  to  in¬ 
stance  the  maudlin  weeping  which  sometimes  occurs 
at  a  certain  stage  of  alcoholic  poisoning,  drunkenness ; 
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or  one  might  compare  this  tearfulness  of  ill  health 
with  the  emotionalism  of  chorea,  its  rapid  changes 
from  laughter  to  tears,  though  here  too  the  rela¬ 
tion  of  the  emotionalism  to  the  rheumatism  which 
underlies  chorea  is  unexplained.  It  might  be  sug¬ 
gested  that  there  is  some  disturbance  of  nutrition 
of  brain-cells,  and  in  support  of  this  view  one  might 
recall  the  tendency  to  weep  upon  the  slightest  occa¬ 
sion  which  is  sometimes  noticeable  after  gross  brain 
lesions,  e.g.  after  cerebral  thrombosis  or  haemorrhage, 
and  in  the  chronic  stage  of  encephalitis  lethargica. 

As  part  of  the  psychical  changes  which  accompany 
the  onset  of  puberty,  especially  in  girls,  tearfulness 
is  sometimes  a  feature.  Amongst  my  records  I  find 
one  of  a  girl  aged  12  years  in  whom  the  breasts  had 
already  begun  to  enlarge;  the  periods  had  not  yet 
started;  she  had  recently  shown  a  tendency  to  tears 
upon  quite  insufficient  cause,  and  therewith  showed 
a  general  excess  of  emotionalism  and  also  some 
habit-spasm.  No  cause  apart  from  the  onset  of 
puberty  could  be  found. 

In  the  case  of  another  girl,  aged  12  years,  whose 
breasts  were  fully  developed,  the  periods  had  already 
occurred  for  six  months.  Her  mother  ‘  complained 5 
that  the  child  had  become  tearful:  'She  sobs  over 
everything.  ’  This  emotionalism  seemed  to  corre¬ 
spond  with  the  onset  of  puberty. 

In  such  cases  it  is  impossible  to  prove  that  the 
puberty  and  tearfulness  stand  in  relation  of  cause 
and  effect,  but  experience  strongly  suggests  that 
they  do. 

An  occurrence  which  I  have  noted  only  rarely  is 
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a  bout  of  crying  or  screaming,  without  apparent 
cause,  during  an  acute  illness. 

A  boy,  aged  7  years,  with  rheumatic  endocarditis  and 
a  dilated  heart,  with  aortic  and  mitral  disease,  but 
apparently  quite  comfortable  in  spite  of  his  heart  trouble, 
on  several  occasions  burst  suddenly  into  loud  screaming, 
without  any  obvious  explanation  and  without  any  pre¬ 
vious  complaint  on  the  part  of.  the  child. 

A  girl,  aged  3|  years,  with  acute  nephritis  and  general 
oedema  had  attacks  of  violent  screaming.  She  was  an 
extraordinarily  intelligent  and  happy  little  girl,  and  in 
surroundings  of  great  comfort,  and  when  the  bouts  of 
screaming  ceased,  she  would  say  that  she  ‘did  not  know 
why  she  had  been  screaming’. 

I  have  thought  that  sometimes  in  children  about 
2  or  3  years  of  age,  with  no  evidence  of  organic 
disease,  screaming,  whether  by  day  or  by  night,  has 
been  of  this,  so  to  speak,  ‘spontaneous’,  almost  in¬ 
voluntary,  character.  Probably  most  of  us  have  had 
times  when  we  felt,  like  the  child  mentioned  above, 
that  ‘we  could  scream’,  simply  from  sheer  depression 
or  vexation  of  spirit ;  and  these  little  folk,  with  less 
power  of  self-repression  than  their  elders,  not  only 
feel  it  but  do  it.  No  doubt  there  is  some  underlying 
cause,  perhaps  poor  digestion,  or  more  general  ill 
health,  as  in  the  cases  mentioned  above. 

I  have  often  found  it  difficult  to  determine  the 
significance  of  screaming  attacks.  Mentally  deficient 
children,  not  only  infants  but  older  ones,  sometimes 
have  repeated  attacks  of  screaming  for  which  no 
obvious  explanation  is  forthcoming.  In  the  child  of 
normal  intelligence  bouts  of  screaming,  though  they 
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may  seem  to  be  out  of  all  proportion  to  the  exciting 
cause,  are  usually  traceable  to  some  thwarting  or 
something  displeasing  to  the  child. 

Screaming,  like  other  expressions  of  the  emotions, 
seems  sometimes  to  get  out  of  control;  the  child 
continues  to  scream  when  the  exciting  cause  no 
longer  exists. 

A  boy,  4  years  old,  was  brought  to  me  on  account 
of  his  violent  screaming  attacks :  these  seemed  to  be 
started  usually  by  something  that  annoyed  the  child, 
and,  once  started,  the  screaming  lasted,  so  the  parents 
said,  sometimes  for  two  hours,  attracting  the  atten¬ 
tion  of  the  police,  who  had  called  at  the  house  thinking 
the  child  was  being  ill-treated.  The  child  would  go  on 
screaming  and  crying  out, ‘No!  No!  Don’t!  Don’t!’ 
without  apparent  reference  to  anybody  or  anything. 
Sometimes  in  these  violent  uncontrolled  bouts  I  have 
noticed  the  child’s  eyes  have  a  wild,  staring  appear¬ 
ance  as  if  in  the  abandonment  of  his  screaming  he 
had  lost  touch  with  his  surroundings  and  was  verging 
on  that  furor  brevis ,  that  ‘short  madness’,  which  the 
ancients  attributed  to  anger. 

Prolonged  bouts  of  screaming  in  a  patient  too 
young  to  say,  or  even  indicate,  where  pain  is  felt 
are  sometimes  explained  after  a  few  hours  by  a  dis¬ 
charge  from  the  ear,  the  result  of  otitis  media. 

In  children  a  little  older  sudden  screaming  in 
terror  sometimes  shows  its  cause  in  the  child’s  com¬ 
plaint  that  ‘the  room  is  going  round’,  or  that  ‘the 
floor  is  tipping  up  ’,  a  child’s  description  of  giddiness. 
I  shall  consider  these  attacks  and  other  causes  of 
sudden  screaming  in  connexion  with  fear  (pp.  87,  89). 
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Here  I  will  only  say  that  alarming  as  these  attacks  of 
giddiness  are  to  a  young  child  they  are  very  rarely  of 
serious  import.  They  are  hardly  ever  due  to  any 
cerebral  disease ;  as  a  rule  they  point  to  some  sort  of 
gastric  or  intestinal  disorder  and  occasionally  they 
are  due  to  Eustachian  obstruction  by  adenoids. 

One  of  the  most  familiar  phenomena  associated 
with  screaming  is  the  so-called  'night -terror’,  which 
I  shall  describe  amongst  the  disturbances  of  sleep; 
but  crying  in  sleep  is  not  necessarily  associated  with 
terror.  Just  as  the  sleeping  brain  may  conjure  up 
for  itself  some  laughter-provoking  situation  so  that 
the  sleeper  laughs  aloud  ( vide  p.  25),  so  in  sleep 
sorrowful  dreams  may  come,  and  sobbing  or  crying 
occur,  or  the  child  may  moan  as  if  in  some  distress 
of  mind. 

A  girl,  aged  11 J  years,  a  highly  excitable  child,  given  to 
violent  outbreaks  of  uncontrolled  passion,  was  said  some¬ 
times  to  moan  and  sometimes  to  cry  in  her  sleep. 

A  boy,  aged  4J  years,  fed  on  a  diet  in  which  such 
irritating  food  as  scraped  raw  carrot  figured,  was  said  to 
grind  his  teeth  and  sob  in  his  sleep. 

A  boy,  aged  21  months,  with  evidence  of  indigestion 
in  his  stools,  was  said  to  'sob  in  his  sleep’. 

I  think  that '  sob  bing  ’  in  sleep  is  in  such  cases  often, 
perhaps  usually,  not  an  emotional  phenomenon  at 
all,  but  due  to  reflex  disturbance  of  the  action  of  the 
diaphragm  from  some  disorder  of  digestion,  particu¬ 
larly  gastric  flatulence. 

Relation  of  crying  to  convulsive  and  epileptic  attacks 

As  is  matter  of  common  knowledge  a  sudden  cry 
sometimes  ushers  in  an  epileptic  attack,  whether  of 
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the  major  or  of  the  minor  variety.  Continued  scream¬ 
ing,  as  in  the  following  case,  is  more  rare. 

A  boy,  aged  10J  years,  had  had  fits  since  the  age  of 
20  months.  The  attacks  began  with  rotation  of  the  head 
to  one  or  other  side,  he  then  became  unconscious  and 
without  yet  falling  screamed  and  went  on  screaming  for 
several  seconds,  and  immediately  afterwards  fell  down  in 
general  clonic  convulsions.  He  had  several  such  attacks 
daily. 

Crying  or  screaming  sometimes  occurs  whilst  the 
child  is  fully  conscious  before  an  epileptic  attack, 
when  he  has  some  aura  or  sensation  warning  him  of 
the  coming  fit.  The  frightened  look  of  the  child  in 
such  cases  shows  that  the  crying  is  due  to  fear  and 
is  something  different  from  the  sudden  shrill  epileptic 
cry  which  is  so  often  an  integral  part  of  the  onset  of 
an  epileptic  fit  ( vide  p.  106). 

A  bout  of  screaming,  if  sufficiently  violent  and 
prolonged,  produces  cyanosis  by  the  excess  of  expira¬ 
tory  effort  over  inspiratory,  the  child  ‘cries  himself 
black  in  the  face’.  In  some  cases,  and  these  not  un¬ 
common,  there  would  seem  to  be  some  laryngeal 
spasm  induced  at  the  very  outset  of  crying  so  that 
the  child  beginning  to  cry  goes  almost  at  once  into  a 
condition  of  more  or  less  asphyxia,  loses  conscious¬ 
ness,  and  passes  in  some  instances  into  a  state  of 
tonic  rigidity,  in  others  into  a  clonic  convulsion; 
the  child;  in  common  parlance,  ‘cries  himself  into 
a  fit’. 

In  a  consecutive  series  of  thirty  cases  of  this  kind, 
20  were  boys,  10  girls,  and  the  age  at  which  the 
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attacks  first  occurred  in  20  out  of  24  cases  in  which 
this  point  was  noted  was  between  the  ages  of  6 
months  and  18  months.  They  seldom  persist  after 
the  age  of  4  years,  but  I  have  notes  of  one  child  in 
whom  these  attacks  recurred  until  the  age  of  5f 
years,  and  another  in  whom  they  were  still  present, 
though  diminishing  in  severity,  at  6J  years. 

In  all  these  cases  the  occasion  of  the  attack  was 
either  disappointment  or  vexation  from  some  cause, 
or  fright,  or  some  physical  hurt,  e.g.  from  falling 
down  or  pinching  a  finger.  The  cause  was  often  very 
trivial  as  measured  by  adult  standards.  In  one  case 
the  mother  instanced  to  me,  as  the  cause  of  an  attack 
of  crying  leading  to  unconsciousness  and  rigidity,  a 
toy  falling  over  when  the  child  wanted  it  to  stand 
upright ;  the  same  child,  aged  2  years  and  4  months, 
cried  himself  into  a  severe  convulsion  because  his 
nurse  was  not  ready  with  his  milk  just  when  he 
wanted  it.  A  scolding,  resentment  at  being  dressed 
or  undressed,  any  thwarting  of  the  child’s  wishes  may 
suffice  to  fire  the  train. 

No  doubt  such  children  are  of  abnormally  nervous 
temperament;  indeed  the  after-history  often  bears 
this  out  in  the  occurrence  of  such  troubles  as  night- 
terrors  or  habit-spasm;  but  convulsions,  apart  from 
crying,  seem  to  be  hardly  more  common  in  the  later 
history  of  these  children  than  of  others. 

Probably,  as  in  other  nervous  disturbances  of 
childhood,  digestive  disorder,  by  increasing  the  ner¬ 
vous  instability,  is  a  factor  in  some  cases;  and,  in 
view  of  the  age  at  which  the  trouble  most  often 
begins,  one  wonders  whether  the  undoubted  increase 
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of  excitability  which  often  accompanies  dentition 
may  not  also  be  a  factor. 

Environment  and  heredity  in  relation  to  crying 

Lack  of  self-control,  emotional  excitability  showing 
itself  in  a  tendency  to  cry  or  scream  too  readily,  has 
other  causes  which  are  certainly  not  less  potent  than 
those  already  mentioned.  Heredity  is  one  of  them, 
and  another  is  environment,  especially  the  personnel 
of  environment.  These  two  are  often  inextricably 
mixed:  the  excitable  emotional  parent  affects  the 
child  not  only  by  heredity  but  by  direct  example  and 
influence.  A  nurse  also  may  be  a  predisposing  factor, 
by  fostering,  perhaps  quite  unconsciously,  the  natural 
egotism  of  childhood  and  its  demand  for  the  imme¬ 
diate  satisfaction  of  its  wishes. 

I  have  often  been  impressed  by  the  difference  in 
behaviour  between  the  over-tended  child  of  the  well- 
to-do  class  and  the  poorer  child  of  the  streets,  when 
some  little  tumble  occurs.  The  over-tended  child  is 
immediately  picked  up,  comforted,  and  exhorted  not 
to  cry,  by  his  nurse  or  mother,  and  forthwith,  seeing 
that  he  is  expected  to  cry,  gives  vent  to  wailing  and 
weeping:  the  poorer  child,  whose  little  companions 
scarcely  wait  for  him  to  pick  himself  up,  seeing  that 
there  is  none  to  sympathize  and  that  crying  would 
be  wasted,  gets  up,  rubs  his  grazed  knee,  and  runs  on 
without  a  tear. 

It  is  difficult  for  a  doctor,  especially  for  a  consul¬ 
tant  who  only  sees  a  child  once  or  twice,  and  that 
probably  away  from  the  home  environment,  to  gauge 
the  potency  of  these  factors  in  any  individual  case. 
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The  late  Dr.  Leonard  Guthrie  relates  a  case  in 
point1  which  seems  worth  quoting : 

‘Not  long  ago  a  lady  brought  a  perfectly  healthy- 
looking  little  boy,  aged  5,  who  suffered  from  inconti¬ 
nence  of  urine  to  see  me.  On  attempting  to  make  his 
acquaintance,  the  child  screamed  with  rage,  hit  furiously 
at  my  face,  and  executed  a  kind  of  war-dance  in  the 
corner.  When  I  ventured  a  mild  remonstrance,  his 
mother  flew  into  a  passion  hardly  less  violent  than  her 
child’s,  and  told  me  roundly  that  if  I  had  known  any¬ 
thing  about  my  profession  I  should  have  seen  at  a  glance 
that  it  was  not  temper  but  uric  acid  which  was  flooding 
her  poor  little  boy’s  system.’ 

Apart  from  the  crying  of  passion  there  is  also  an 
affectation  of  crying  practised  by  children  as  an 
affected  laughter  is  practised  by  adults.  It  is  not 
accompanied  by  tears,  not  even  by  ‘  crocodile  tears  ’ 
as  a  rule,  and,  as  Kenneth  Grahame  says  in  that 
delightful  book  The  Golden  Age ,  ‘To  one  who  has 
tried  both,  the  wail  of  genuine  physical  anguish  is 
easily  distinguishable  from  the  pumped-up  ad  miser i- 
cordiam  blubber’. 

Minor  results  of  crying 

I  have  mentioned  above  a  boy  who  had  frequent 
screaming  attacks  which  had  lasted  sometimes  for 
two  hours.  In  this  case  the  screaming  had  resulted 
in  roughening  of  the  voice,  the  boy  had  ‘screamed 
himself  hoarse’,  just  as  the  costermonger  does  by 
constantly  shouting  his  wares. 

Amongst  the  occasional  effects  of  crying  I  have 
noted  in  older  children  involuntary  micturition,  as 
1  Functional  Nervous  Disorders  in  Childhood ,  p.  92. 
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sometimes  occurs  with  laughter,  and  also  nose¬ 
bleeding.  The  latter  was  said  to  have  occurred  in  a 
girl  aged  8J  years  ‘whenever  she  cried’,  since  the 
age  of  5-|  years.  In  a  boy  aged  6J  years  violent 
screaming  produced  nose-bleeding. 

Swelling  of  the  eyelids  amounting  to  a  slight  puffi- 
ness,  noticeable  especially  in  the  lower  eyelid,  is  a 
common  result  of  prolonged  weeping  or  crying.  The 
vessels  of  the  conjunctiva  also  may  become  congested, 
giving  an  appearance  of  slight  redness  to  the  eyes. 
When  crying  is  more  vehement  or  takes  the  form  of 
violent  screaming,  considerable  exhaustion  is  pro¬ 
duced;  the  child  is  left  pale  and  limp,  and  sometimes 
falls  asleep  soon  after  from  sheer  fatigue. 

As  an  exaggerated  description  of  a  bout  of  crying 
one  sometimes  hears  of  a  child  ‘crying  his  eyes  out’. 
I  have  recorded  elsewhere  one  case  in  which  this 
actually  occurred.  It  was  a  child  about  2\  years  old 
with  oxycephaly ;  he  showed  a  marked  degree  of  that 
protrusion  of  the  eyes  which  accompanies  this  condi¬ 
tion.  Whenever  he  cried  at  all  vehemently  the  eye¬ 
balls  slipped  out  in  front  of  the  eyelids  and  had  to  be 
replaced. 

Amongst  the  commoner  results  of  vehement  crying 
must  be  reckoned  vomiting:  the  child  ‘cries  himself 
sick’.  I  have  notes  of  this  occurrence  in  a  boy  aged 
2 1  years ;  I  think  that  after  the  age  of  4  years  it  is 
less  common. 


Lack  of  crying 

There  are  times  and  conditions  in  which  the  lack 
of  weeping  or  crying  has  an  unfavourable  signifi- 
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cance.  If  undue  readiness  to  cry  sometimes  points 
to  an  abnormal  sensitivity,  it  is  equally  true  that 
lack  of  crying  in  response  to  a  stimulus  which  might 
be  expected  to  produce  it  may  indicate  some  lack 
of  normal  sensitivity.  It  may  be  that  this  sensitivity 
has  from  birth  been  so  low  as  to  be  abnormal.  How 
often  the  mother  of  a  congenitally  mentally  deficient 
baby  declares  that  ‘he  never  cries’  (usually  an  ex¬ 
aggeration  for  ‘he  rarely  cries’)!  She  mistakes  for 
inherent  virtue  a  morbid  lack  of  response  to  stimuli 
which  should  make  a  normal  baby  cry. 

This  is  very  noticeable  in  untreated  cretins,  and 
sometimes  in  Mongols  during  early  infancy.  Darwin 
quotes  a  statement  that  ‘  cretins  never  shed  tears  but 
merely  howl  and  shriek  on  occasions  which  would 
naturally  produce  weeping  ’.  This  is  not  true  in  these 
days  of  thyroid  treatment,  for  a  cretin  after  his 
thyroid  deficiency  has  been  made  good  cries  and 
sheds  tears  like  other  children.  Mongols,  also,  when 
they  have  advanced  beyond  infancy,  and  made  the 
mental  progress  which  they  commonly  do  during  the 
two  or  three  years  following  infancy  cry  only  rather 
less  than  the  average  normal  child.  The  absence  or 
rarity  of  crying  in  a  mentally  defective  child  is  an 
index  of  his  dullness  of  perception. 

Shock  may  have  the  effect  of  temporarily  inhibit¬ 
ing  the  sensitivity  of  the  'psyche ,  and  the  outbreak 
of  crying  may  be  the  first  indication  of  restoration  to 
the  normal.  I  remember  picking  up  a  little  girl  who 
had  fallen  down  a  long  flight  of  stairs ;  she  was  quite 
conscious,  but  there  was  no  cry  until  a  minute  or  two 
had  elapsed,  then  tears  came  freely.  Something 
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of  this  effect  of  shock  was,  no  doubt,  in  the  poet’s 
mind  when  he  wrote: 

Home  they  brought  her  warrior  dead, 

She  nor  swooned  nor  uttered  cry, 

All  her  maidens  watching  said, 

‘She  must  weep  or  she  will  die.’ 

There  is  a  grief  too  deep  for  tears. 

So  too  when  disease  is  mortal  a  stage  is  reached  in 
which  though  consciousness  may  be  retained  there  is 
no  crying,  no  tear;  ‘the  dying  weep  not’. 

But,  short  of  that  final  solemnity,  I  think  that,  as 
Trousseau  mentions,  in  any  grave  state  of  acute  febrile 
illness  in  childhood  tears  are  very  rarely  seen,  how¬ 
ever  fretful  the  child  may  be.  In  one  condition  in 
particular,  though  it  is  sometimes  associated  with 
little  or  no  fever,  I  think  tears  almost  never  occur, 
namely  in  tuberculous  meningitis.  From  the  early 
stage  when  irritability  and  fretfulness  are  most 
marked  the  absence  of  tears  is  so  noticeable  a  feature 
that  I  have  been  accustomed  to  regard  it  as  one  small 
point  to  be  considered  in  diagnosis. 


II 

OF  LAUGHTER 


FOUR  thousand  years  ago  a  man  and  his  wife 
laughed,  and  the  woman  lied  to  cover  her 
laughter.  The  memory  of  her  laughter  and  of  her  lie 
was  perpetuated  to  all  generations  in  the  name  of 
her  child,  Isaac — Laughing. 

I  suppose  this  is  the  earliest  record  of  laughter ;  but 
far  beyond  the  records  of  man  goes  the  origin  of 
laughter.  It  was  probably  one  of  the  most  primitive 
of  the  expressions  of  the  emotions  in  the  human 
being;  it  helped  to  differentiate  man,  homo  sapiens , 
as  he  evolved  from  his  ape-like  ancestors.  There  is 
more  than  poetic  fancy  in  that  beautiful  line  of 
Austin  Dobson’s: 

‘For  the  earth  first  laughed  when  the  children  came.’ 

Poet  and  philosopher  alike  have  realized  that 
laughter  is  specially  an  attribute  of  childhood,  the 
time  when  the  emotions  are  least  under  control,  and 
that  at  any  time  of  life  the  occurrence  of  laughter 
means  relaxation  of  control,  a  lifting  of  that  repres¬ 
sion  which  in  greater  or  less  degree  we  all  put  upon 
our  emotions  as  soon  as  we  begin  to  be  concerned, 
more  or  less  gravely,  with  ‘this  lifelong  task  of 
living’. 

Physiologists  and  psychologists  have  made  but  a 
poor  job  of  defining  the  cause  and  even  the  nature 
of  laughter.  Fortunately  for  my  purpose  the  variety 
of  their  opinions  does  not  matter. 

I  will  only  premise  that  real  laughter  (I  mean,  as 
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distinct  from  the  affectation  of  it  which  is  sometimes 
supposed  to  be  polite  or  ingratiating  and  is  no  more 
laughter  than  the  noise  made  by  the  'laughing- 
jackass’  or  'laughing-hyena’) — real  laughter,  I  say 
— is  involuntary,  though  like  other  involuntary  phe¬ 
nomena,  such  as  yawning  or  crying,  we  may  be,  and 
usually  are,  able  to  inhibit  it  if  we  try. 

I  must  add  that,  as  agreed  by  all,  the  act  of  laugh¬ 
ter  consists  in  the  contraction  of  certain  facial  and 
thoracic  muscles,  with  spread  to  other  muscles  if  the 
laughter  is  violent,  so  that  we  become  'convulsed 
with  laughter’,  as  the  saying  is;  there  is  also,  as 
Darwin  pointed  out,  a  brightening  therewith  of  the 
eyes.  The  sound  produced  by  laughter  is  dependent 
upon  a  series  of  spasmodic,  more  or  less  rhythmical, 
and  generally  quickly  repeated  contractions  of  respi¬ 
ratory  muscles,  especially  of  the  diaphragm,  driving 
out  air  through  the  glottis  and  the  upper  air-passages. 

The  contraction  of  the  facial  muscles  precedes  that 
of  the  respiratory  muscles,  as  also  does  the  brighten¬ 
ing  of  the  eyes,  and  the  result  is  a  smile,  which  may 
pass  at  once  into  laughter  or  go  no  farther  than  the 
stage  of  smile.  We  have  no  English  word  which  ex¬ 
presses  this,  but  the  Latin  word  for  smile,  subrider e, 
exactly  contains  it,  picturing  a  smile  as  a  'sub-laugh  ’. 

As  we  pass  out  of  childhood  into  adult  life  and 
acquire  increased  control  of  our  emotions  laughter 
tends  to  be  replaced  more  and  more  by  smiling.  The 
degree  of  replacement  varies  in  individuals,  according 
to  the  degree  of  control  of  emotions  which  has  been 
acquired. 

To  have  attained  a  high  degree  of  this  control  has 
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been  regarded  by  some  as  a  mark  of  superiority. 
Chesterfield,  writing  to  his  son,  aged  sixteen,  in 
1748,  says: 

‘  How  low  and  unbecoming  a  thing  laughter  is !  Not  to 
mention  the  disagreeable  noise  that  it  makes  and  the 
shocking  distortion  of  the  face  that  it  occasions.  ...  I  am 
sure  that  since  I  have  had  the  full  use  of  my  reason 
nobody  has  ever  heard  me  laugh.  I  could  heartily  wish/ 
he  says,  ‘that  you  may  often  be  seen  to  smile,  but  never 
heard  to  laugh  while  you  live.’ 

Chatham,  in  his  letters  to  his  nephew,  in  1754, 
writes  only  less  strongly  to  similar  effect. 

One  can  only  think  that  these  paragons  of  self- 
mastery  must  have  been  nearly  as  dull  as  that  Crassus 
whom  both  Pliny  and  Cicero  mention  as  remarkable 
for  never  having  laughed  in  the  whole  of  his  life, 
except  on  one  occasion,  and  that  was  when  he  saw  a 
donkey  eating  lettuces. 

It  may  be  admitted  readily  enough  that  laughter 
which  in  a  child  would  be  natural  may  be  unnatural 
in  an  older  person,  and,  as  I  shall  show,  there  are 
conditions  in  which  the  failure  to  acquire  a  certain 
degree  of  control  of  this  particular  expression  of  emo¬ 
tion,  or  the  loss  of  such  control,  is  an  indication  of 
some  morbid  condition.  There  is  in  fact  fallacy  as 
well  as  truth  in  the  popular  idea  that  laughter  goes 
with  good  health.  ‘Laugh  and  be  well’,  wrote  an 
old  English  poet;  ‘Laugh  and  grow  fat’  is  a  com¬ 
mon  saying,  but  so  far  from  laughter  being  always  a 
sign  of  good  health  it  may  be  a  symptom  of  serious 
disease  or  of  some  less  serious  temporary  morbid 
state ;  laughter,  moreover,  even  in  good  health,  has 
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sometimes  untoward  effects.  On  the  other  hand 
there  are  conditions,  particularly  in  childhood,  in 
which  the  absence  of  laughter  under  such  stimulus 
as  would  normally  produce  it  in  the  particular  child 
may  be  an  important  indication  of  grave  disease. 

Clearly  it  is  important  to  realize  at  what  age 
laughter  first  appears,  for  it  certainly  does  not  date 
from  birth;  no  baby  smiles  or  laughs  in  the  first  two 
or  three  weeks  of  life.  In  making  this  statement  I 
am  not  overlooking  the  fact  that  certain  observers 
have  recorded  as  a  smile,  and  even  as  laughter,  move¬ 
ments  of  the  facial  muscles  noticed  as  early  as  the 
first  week  of  life ;  one  writer,  Tiedemann,  on  the  fifth 
day ;  one,  Moore,  on  the  sixth  day ;  and  Peterson 
and  Hainey,  twelve  out  of  thirty-four  infants  within 
the  first  week. 

The  explanation  of  these  observations,  which  are 
entirely  at  variance  with  the  findings  of  other  ob¬ 
servers,  especially  of  those  who  have  had  large  clinical 
experience  of  infants,  is,  no  doubt,  the  failure  to 
realize  that  contractions  of  facial  muscles  simulating 
a  smile  occur  in  very  young  infants  quite  apart  from 
any  emotion  of  pleasure  or  amusement :  for  instance, 
very  commonly  as  the  result  of  flatulence.  Tiede¬ 
mann  plainly  admits  that  what  he  described  as 
daughter’  in  his  own  infant  at  five  days  old  (using 
the  term  as  synonymous  with  a  smile)  was  'without 
any  particular  motive  and  devoid  of  any  sentiment 
of  pleasure’,  and  he  thinks  was  'simply  the  result  of 
chance  action  of  the  mechanism  ’.  Without  endorsing 
his  view  of  '  chance  action  ’  I  would  repeat  that  facial 
contractions  more  or  less  closely  resembling  those  of 
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a  smile,  but  having  no  connexion  with  the  expression 
of  that  emotion  which  at  a  later  period  shows  itself 
in  a  smile  or  laughter,  are  common  in  the  first  few 
weeks  of  life.  These  should  be  sharply  distinguished 
from  the  real  smile  or  laughter  in  response  to  pleasure 
or  amusement,  which  does  not  appear  until  a  later 
date.  In  nine  infants,  of  whom  I  have  careful  records, 
the  first  real  smile  was  observed  on  the  following  days 
respectively :  thirtieth,  thirty-first,  thirty-first,  thirty- 
second,  thirty-second,  thirty-fourth,  fortieth,  forty- 
second,  forty-fourth.  Darwin,  recording  the  date  in  his 
three  children,  gives  forty-fifth  day,  forty-fifth,  and 4  a 
somewhat  earlier  age  One  wonders  whether  Words¬ 
worth  was  availing  himself  of  poetic  licence  when  he 
wrote  his  4  Address  to  my  infant  daughter  on  being  re¬ 
minded  that  she  was  a  month  old  on  that  day5. 

Smiles  are  beginning,  like  the  beams  of  dawn, 

To  shoot  and  circulate ;  smiles  have  there  been  seen. 

Preyer  says  that  his  own  child  'laughed5  on  the 
twenty-third  day,  but  apart  from  the  unusually  early 
occurrence,  it  is  evident  from  his  own  statements 
elsewhere  that  he  does  not  refer  here  to  laughing, 
but  to  smiling.  He  agreed  that,  as  is  generally  ad¬ 
mitted,  laughter’s  first  appearance  is  some  weeks 
later.  Darwin  noted  it  on  the  sixty-fifth  day,  twenty 
days  later  than  the  first  smile,  in  one  of  his  children. 
I  have  noted  it  a  little  earlier,  about  the  seventh 
week. 

Very  few  observers  have  stated  how  the  smile  or 
laughter  was  provoked ;  it  may  be  that  tactile  stimu¬ 
lation,  e.g.  by  tickling,  will  cause  smiling  or  laughter 
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at  an  earlier  age  than  stimulation  by  other  sensory 
routes,  e.g.  by  smiling  at  the  child  or  making  sudden 
noises. 

In  the  light  of  this  chronology  of  laughter  it  will 
be  seen  how  remarkable  are  the  three  cases  described 
by  Henoch,1  of  what  he  calls  'a  kind  of  convulsive 
laughter5  in  infants. 

I  have  never  met  with  such  attacks :  they  must  be 
so  rare  that  it  seems  worth  while  to  reproduce  his 
account  of  them  here  : 

‘Child  of  4  weeks,  on  the  breast,  during  the  previous 
eight  days  had  moderate  diarrhoea.  Some  days  before 
had  sudden  spasmodic  movements  of  the  muscles  of  the 
face  and  trunk  along  with  which  the  child  laughed 
loudly,  to  the  mother’s  great  alarm.  The  fits  lasted  about 
five  minutes  and  occurred  three  or  four  times  daily. 
During  the  intervals  there  was  frequent  violent  straining, 
the  face  was  deeply  flushed,  and  the  child  sobbed  without 
any  screaming.  Small  doses  of  ipecac,  and  opium  cured 
these  symptoms  in  seven  days. 

‘  Child  of  18  days,  on  the  breast.  Constipation,  extreme 
restlessness,  crying,  drawing  up  the  legs,  turning  up  of 
the  eyeballs,  clenching  of  the  hands,  with  loud  laughter. 
Flatulent  distension  of  the  abdomen.  After  warm  baths, 
inunctions  of  oil,  and  a  dose  of  castor  oil  copious  motions 
took  place.  The  attacks  ceased  entirely.  They  recurred 
six  months  after.  Recovery  under  the  same  treat¬ 
ment. 

‘Child  of  3  months.  Diarrhoea  for  about  a  week.  At 
the  same  time  almost  every  night  spasmodic  contractions 
of  the  eyes  and  hands.  Also,  often  during  the  day,  loud 

1  E.  Henoch,  ‘Lectures  on  Children’s  Diseases’,  Syd.  Soc. 
Trans.,  vol.  i,  p.  196. 
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laughing  with  “crowing”  inspirations  in  the  intervals 
between.  When  the  diarrhoea  was  stopped,  the  fits  of 
laughter  ceased,  while  the  spasmodic  contractions  still 
sometimes  returned.  Final  recovery.’ 

As  Henoch  himself  implied,  such  attacks  were 
probably  more  nearly  allied  to  a  convulsion  than  to 
real  laughter:  they  consisted,  one  may  suppose,  of 
the  physical  phenomena  of  laughter  without  the 
emotional  or  psychical  associations.  The  attacks 
were,  however,  sufficiently  like  laughter  to  be  des¬ 
cribed  as  such  by  those  who  saw  them. 

In  this  connexion  I  would  mention  an  occurrence 
which  I  think  must  be  almost  as  rare.  I  have  met 
with  it  only  once:  laughter  as  the  beginning  of  an 
epileptic  seizure  ;  it  was  in  a  boy  aged  10 J  years:  the 
onset  was  heralded  by  an  apparently  causeless  chuck¬ 
ling  laughter  passing  straightway  into  an  epileptic  fit. 

The  laughter  in  such  a  case  is  hardly  likely  to  have 
been  conscious,  it  was  perhaps  rather  a  reaction  to 
some  stimulus  in  that  twilight  which  lies  between 
consciousness  and  unconsciousness. 

With  this  may  be  compared  the  laughter  which 
sometimes  occurs  during  sleep.  I  have  observed  this 
in  a  little  girl  aged  10  years  and  its  occurrence  is 
well  known  also  in  adults.  Macbeth  describes  the 
sleeping  guards  in  the  king’s  bedchamber : 

There ’s  one  did  laugh  in ’s  sleep,  and  one  cried  Murder’, 

That  they  did  wake  each  other. 

Laughter  may  be  not  merely  a  phase  in  the  progress 
of  an  epileptic  attack,  as  in  the  boy  mentioned  above, 
it  may  be  the  actual  exciting  cause  of  the  attack.  A 
boy,  aged  nearly  11  years,  had  begun  two  months 


26  COMMON  HAPPENINGS  IN  CHILDHOOD 


ago  to  suffer  several  times  daily  with  attacks  in 
which  4 his  knees  gave  under  him’,  so  that  he  slid 
down  rather  than  fell  down.  The  attacks  were  in¬ 
variably  and  only  brought  on  by  laughing,  even 
when  he  laughed  quietly  to  himself  on  reading  some 
amusing  story :  the  boy  said  he  did  not  lose  conscious¬ 
ness.  But  after  about  six  weeks  the  attacks,  though 
still  sometimes  started  by  laughter,  began  to  occur 
also  apart  from  laughter,  and  assumed  a  more  typical 
appearance  of  petit  mat ;  his  eyes  turned  up  and  his 
head  fell  forward  on  his  chest.  When  he  was  brought 
to  see  me  I  tried  whether  tickling  would  produce  an 
attack ;  it  failed,  but  a  comic  paper  in  my  waiting- 
room,  provoked  a  typical  petit  mal. 

Amongst  the  untoward  effects  of  laughter  perhaps 
the  commonest  is  hiccough.  This  is  not  surprising  in 
view  of  the  fact  that  laughter  itself  consists  partly  in 
a  disturbance  of  the  normal  action  of  the  diaphragm  ; 
it  breaks  in  upon  the  gentle  rhythmic  action  of  that 
muscle,  and  the  rhythm  once  disturbed  may  not  be  at 
once  recovered,  so  that  there  arise  the  jerky  irregular 
spasms  of  the  diaphragm  which  we  call  hiccough. 

A  less  common  result  of  laughter  is  vomiting,  the 
child  laughs  himself  sick.  I  have  noted  this  in  a  girl 
of  3  years,  and  in  another  of  7J  years.  The  vomiting 
is  presumably  due  to  the  mechanical  process  of 
laughter,  the  forcibly  contracting  diaphragm  presses 
on  the  stomach  which  regurgitates  its  contents. 

Another  effect,  and  a  distressing  one,  which  I  have 
noted  only  in  girls,  is  incontinence  of  urine:  any 
outburst  of  laughter  leads  to  simultaneous  and  in¬ 
voluntary  escape  of  urine.  I  have  notes  of  this 
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association  in  girls  as  late  as  15  years  of  age.  This 
would  seem  to  be  due  in  part  to  the  mechanical  effect 
of  laughter,  but  in  part  also  to  the  relaxation  of  the 
sphincter  of  the  bladder  when  the  higher  controlling 
centres  in  the  brain,  preoccupied  with  the  brain’s 
share  in  the  production  of  laughter,  slacken  for  a 
moment  in  their  watchfulness.  No  doubt  laughter  is 
most  likely  to  produce  this  effect  in  the  child  whose 
control  of  the  bladder  is  habitually  weak.  I  should 
suppose  that  it  may  sometimes  occur  in  boys  as  well 
as  in  girls,  for  I  have  noted  a  comparable  occurrence 
in  a  boy  aged  7  J  years ;  a  bout  of  sneezing  or  coughing 
at  any  time  of  day  resulted  in  escape  of  urine  from 
the  bladder :  he  had  no  incontinence  otherwise  in  the 
day-time,  but  he  wetted  his  bed  every  night. 

In  a  boy  aged  6  years,  and  in  another  aged  9  years, 
a  hearty  bout  of  laughing  served  to  start  an  attack 
of  asthma.  Much  commoner  is  the  exaggerated 
wheeziness  and  tendency  to  cough  which  persons 
with  chronic  bronchitis  and  emphysema  often  show 
when  they  laugh  heartily.  One  thinks  of  Mr.  Omer, 
the  undertaker,  in  David  Copper  field,  with  his  fits  of 
coughing  and  breathlessness  when  he  laughed,  and 
how,  after  one  of  his  sallies, 

‘I  really  thought  it  was  all  over  with  Mr.  Omer,  after 
he  had  uttered  this  libellous  pleasantry.  He  coughed 
to  that  extent  and  his  breath  eluded  all  his  attempts  to 
recover  it  with  that  obstinacy  that  I  fully  expected  to 
see  his  head  go  down  behind  the  counter. 5 

The  expression  is  sometimes  used  to  4  die  of  laugh¬ 
ter’,  but  does  this  ever  occur?  It  has  been  stated 
that  prolonged  laughter  is  one  cause  of  cerebral 
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haemorrhage ;  Erasmus  Darwin  quotes  two  instances 
of  death  from  laughter  but  without  saying  in  what 
way  laughter  produced  the  fatal  result.  He  says  that 
one  of  the  popes  when  lying  ill  in  bed  saw  a  tame 
monkey  at  his  bedside  trying  to  put  on  the  holy 
tiara,  and  laughed  so  much  that  he  died.  Fortunately 
in  childhood  no  such  catastrophe  is  likely  to  occur ; 
at  worst  some  such  ill  effect  as  those  already  described 
may  result  from  laughter. 

Frequent  and  excessive  laughter  often  goes  wTith 
a  weak  character  and  a  weaker  intellect.  It  was  of 
the  fool  that  the  son  of  Sirach  was  thinking  when  he 
wrote  that  ‘a  man’s  attire  and  excessive  laughter 
and  gait  show  what  he  is’,  and,  more  plainly,  that  ‘a 
fool  lifteth  up  his  voice  with  laughter,  but  a  wise  man 
smileth  in  silence’.  Laughter,  indeed,  when  it  occurs 
too  frequently  and  upon  insufficient  cause  may  be  a 
symptom  of  some  lasting  morbid  condition  in  which 
control  of  the  emotions  is  abnormally  deficient.  Such 
a  condition  may  be  congenital — the  idiot’s  laughter 
provoked  by  too  trivial  a  cause,  or  by  no  apparent 
cause  at  all,  is  only  too  familiar  to  any  one  who  has 
much  to  do  with  mentally  deficient  children.  Even 
in  infancy,  when  the  emotions  are  normally  under 
weak  control,  the  abnormal  character  of  the  laughter, 
in  its  apparent  causelessness,  is  sometimes  one  of  the 
symptoms  which  points  to  mental  defect.  An  infant 
of  11  months,  whose  abnormally  small  head  was  itself 
enough  to  make  mental  deficiency  probable,  was  said 
by  its  nurse  to  have  outbursts  of  loud  laughter  when 
lying  awake  in  its  cot  at  night ;  they  were  described 
as  ‘almost  hysterical  laughter’. 
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Without  any  such  degree  of  mental  defect  as  could 
be  called  idiocy,  the  weak-minded  often  show  this 
tendency  to  laugh  on  trivial  provocation,  such  as 
would  not  cause  laughter  in  the  average  normal 
person. 

A  little  girl  about  11  years  old  in  my  ward,  too 
childish  for  her  age,  too  facile,  and  in  various  ways 
showing  slight  weakness  of  intellect,  repeatedly  burst 
out  laughing  at  the  sight  of  the  Ward  Sister’s  cap, 
which  to  the  other  children  who  were  of  normal 
intelligence  presented  no  mirth-provoking  peculiarity. 

In  some  forms  of  insanity  loss  of  control  of  the 
emotions,  and  amongst  them  of  that  emotion  which 
expresses  itself  in  laughter,  is  a  striking  feature :  for 
instance,  in  so-called  schizophrenia  wild  outbursts  of 
laughter,  apparently  causeless,  are  sometimes  a  dis¬ 
tressing  symptom. 

As  a  result  of  ‘  sleepy-sickness  ’,  encephalitis  lethar- 
gica,  there  is  sometimes  left  a  lowering  of  this  control, 
so  that  laughter  occurs  upon  quite  insufficient  cause 
or  with  no  apparent  reason  at  all. 

In  the  late  stage  of  disseminate  sclerosis  in  adults 
there  is,  in  some  cases,  a  similar  impairment  of  con¬ 
trol  of  the  emotions  and  laughter  occurs  too  readily 
and  too  often.  In  children  with  such  conditions  of 
cerebral  sclerosis  as  occur  in  spastic  diplegia  and 
hemiplegia  there  is  sometimes  a  weakening  of  con¬ 
trol  of  emotion,  so  that  although  there  may  be  no 
intellectual  failure,  the  child  is  inclined  to  laugh  too 
readily. 

There  are  also  temporary  states  in  which  there 
is  an  abnormal  tendency  to  laughter.  It  is  a  common 
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observation  that  children  often  become  '  nervy  ’  and 
emotional  when  there  is  some  slight  departure  from 
health,  perhaps  particularly  with  any  chronic  disturb¬ 
ance  of  digestion.  At  these  times,  as  mothers  have 
often  told  me,  'the  child  cries  almost  without  any 
cause  at  all/  but  the  complaint  is  sometimes  not 
that  the  child  cries  too  readily,  but  that  he  laughs 
unreasonably  and  immoderately.  A  mother,  who 
was  a  particularly  careful  observer,  told  me  that  her 
boy,  aged  6J  years,  who  had  suffered  a  few  weeks 
earlier  with  'nervous  tricks’,  habit-spasm,  had  more 
recently  begun  to  laugh  over  things  which  were  too 
trivial  to  cause  laughter  naturally,  and  that  when 
he  started  laughing  he  seemed  unable  to  stop  and 
became  'almost  hysterical  over  it’.  Improvement 
of  his  general  health  caused  rapid  disappearance  of 
this  abnormal  tendency  to  laugh.  I  have  notes  of 
several  similar  cases. 

These  are,  no  doubt,  near  allied  to  what  is  known 
as  an  'hysterical  attack’  in  women,  when  crying  and 
laughing  succeed  one  another  with  perplexing  incon¬ 
sistency  and  the  woman  seems  to  be  for  the  time  the 
sport  of  her  emotions.  A  similar  mixture  of  crying 
and  laughing  is  not  uncommon  in  children  at  the  age 
of  3  or  4  years,  without  any  morbid  significance.  The 
laughter  is,  I  think,  in  these  cases  often  a  sort  of 
defence  reaction,  the  child  is  struggling  against  its 
tears,  he  has  a  sort  of  shame  at  crying,  just  as  some 
children,  when  tears  cannot  be  restrained,  will  go  and 
hide  themselves  lest  they  should  be  seen  to  cry. 

As  part  of  the  emotionalism  which  is  so  often  a 
striking  feature  in  chorea,  St.  Vitus’s  Dance,  the 
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child  is  apt  to  pass  from  crying  to  laughter  and  from 
laughter  to  crying  with  an  April  fickleness  that  re¬ 
calls  William  Watson’s  lines: 

April,  April, 

Laugh  thy  girlish  laughter, 

Then  the  moment  after 
Weep  thy  girlish  tears. 

I  suppose  the  commonest  cause  in  adults  of  tempo¬ 
rary  lowering  of  control  of  the  emotions  is  the  action 
of  alcohol  upon  the  brain.  The  diner-out,  after  a  few 
glasses  of  wine,  will  laugh,  and  often  laugh  im¬ 
moderately,  at  sayings  or  doings  which,  when  he  is 
not  under  the  influence  of  alcohol,  he  would  regard 
as  not  worth  a  smile.  Happily,  such  an  influence  is 
hardly  ever  at  work  in  childhood,  but  that,  as  an 
accidental  happening,  it  might  occur  is  shown  by  the 
case  described  below  (p.  79). 

Another  poison  which  is  well  known  as  a  temporary 
depressor  of  emotional  control  is  nitrous  oxide  or 
‘laughing-gas’.  This,  like  alcohol,  may  cause  a  tem¬ 
porary  emotionalism  showing  itself  occasionally  in 
weeping,  more  often  in  laughing. 

It  is  evident  that  the  occurrence  of  laughter  is  not 
necessarily  an  indication  of  wellness. 

On  the  other  hand,  smiling  or  laughter  is  one  of  the 
normal  functions  of  the  healthy  body,  perhaps  even 
a  factor  in  keeping  it  healthy.  I  suspect  that  a  lively 
sense  of  humour  tends  not  only  to  promote  health, 
but  to  favour  longevity,  and  that  the  author  of 
Tristram  Shandy  was  not  far  from  scientific  truth 
when  he  wrote:  ‘Every  time  a  man  smiles,  but  much 
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more  so  when  he  laughs,  it  adds  something  to  this 
fragment  of  life.’  Surely  it  must  have  been  in  the 
bitterness  of  his  soul  that  the  Preacher  exclaimed, 
‘I  said  of  laughter,  It  is  mad;  and  of  mirth,  What 
doeth  it  ?  ’ 

The  absence  of  laughter  and  still  more  of  smiling 
is  certainly  often  an  indication  of  ill  health,  and  I 
suppose  we  almost  unconsciously  judge  of  the  severity 
of  any  illness  to  some  extent  by  the  presence  or  ab¬ 
sence  of  these.  There  is  one  problem  of  diagnosis 
in  which  I  think  the  presence  of  smiling  or  laughter 
is  particularly  helpful.  I  mean  where  a  child  shows 
those  vague  symptoms  of  ailing  which  might  mean 
the  most  transient  indisposition,  or  might  be  the 
beginning  of  that  deadly  disease  tuberculous  men¬ 
ingitis.  If  a  real  amused  smile  and,  a  fortiori,  any 
laughter  can  be  provoked  it  is  in  the  last  degree  im¬ 
probable  that  there  is  tuberculous  meningitis.  This 
observation  I  made  many  years  ago,  and  it  has 
served  me  well  many  a  time  when  called  upon  to 
pronounce  an  opinion  where  other  symptoms  were 
just  sufficient  to  suggest  the  insidious  onset  of  tuber¬ 
culous  meningitis. 

I  have  made  no  attempt  to  differentiate  between 
the  causes  of  laughter  in  relation  to  its  medical 
aspects.  I  think  this  might  offer  an  interesting  field 
for  inquiry.  Laughter  is  provoked  not  only  by  things 
seen  or  heard,  but  by  tactile  sensation.  The  laughter 
produced  by  tickling  is  familiar  enough ;  some  per¬ 
sons  are  much  more  sensitive  to  this  form  of  stimulus 
than  others.  When  examining  children  I  have  some¬ 
times  found  that  abdominal  palpation  produced  such 
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uncontrollable  laughter  as  to  make  any  effective  ex¬ 
amination  wellnigh  impossible.  Is  ticklishness  more 
marked  where  there  is  defective  control  of  emotions 
in  response  to  other  forms  of  stimulus  ?  Is  the  child 
who  is  most  ticklish  moved  to  laughter  most  readily 
by  the  humorous  and  ridiculous  ?  Does  the  laughter 
from  tickling  show  the  same  morbid  associations  as 
laughter  from  other  causes  ?  Does  ticklishness  vary 
in  the  same  person  in  different  conditions  of  health  ? 

These  are  questions  which  might  be  investigated 
in  relation  to  the  medical  aspects  of  laughter.  It  is 
possible,  as  I  have  already  suggested,  that  the  flash¬ 
point  of  laughter  from  physical  stimulus  may  not  be 
the  same  as  that  from  psychical  stimulus. 


D 


Ill 


OF  TEMPER 


HIS  is  not  a  homily,  nor  is  it  a  philosophic  dis- 


JL  course  de  moribus,  it  is  just  a  collection  of  stray 
thoughts  upon  temper,  especially  as  seen  in  children. 

When  we  speak  of  being  ‘  in  a  temper 5  we  usually 
mean  a  bad  temper,  but  temper  in  itself  has  no  such 
one-sided  significance,  there  is  good  temper  as  well 
as  bad  temper.  I  am  no  psychologist  and  shall  not 
attempt  to  define  temper  in  terms  of  psychology, 
indeed  a  study  of  works  upon  that  subject  rather 
suggests  that  the  psychologist  knows  nothing  about 
temper.  He  makes  great  play  with  the  emotions,  e.g. 
anger,  but  he  has  nothing  to  say  about  that  attitude 
of  mind  which  we  call  bad-tempered  or  good-tem¬ 
pered.  We  all  know  what  we  mean  by  these  terms : 
on  the  one  hand,  the  sullen,  irritable,  contrary- 
minded,  passionate ;  on  the  other,  the  bright,  cheerful, 
responsive,  ‘not  easily  provoked’. 

A  stray  ebullition  of  anger  or  irritation  is  not 
necessarily  an  indication  of  bad  temper,  by  which  we 
mean  rather  an  habitual  tendency.  We  all  have  our 
flash-point  of  anger  or  irritation,  but  in  some  the 
flash-point  of  irritation  is  lower  than  the  average: 
these  are  they  whom  we  call  bad-tempered. 

How  far  is  temper,  whether  good  or  bad,  of  ante¬ 
natal  origin  ?  In  other  words,  is  it  congenital  or  is  it 
acquired  ?  and  if  congenital,  how  far  does  heredity 
play  any  part  in  it  ? 

Any  one  who  has  large  experience  of  infants  will, 
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I  think,  admit  that  at  a  few  months  old  differences 
of  temper  are  already  manifested.  We  are  all  familiar 
with  the  bright  jolly  baby  of  4  to  5  months  old,  who 
is  hail-fellow-well-met  with  everybody,  has  a  smile 
for  all  the  world,  takes  life  as  it  comes,  and  regards 
everything  as  the  best  joke  going ;  and  his  antithesis, 
the  baby  whose  face  puckers  up  to  the  cry  directly 
you  look  at  him,  who  is  continually  fretting  because 
he  wants  this,  that,  or  the  other,  or  doesn’t  want  it, 
and  in  general  takes  a  gloomy  view  of  life.  It  seems 
to  me  that  at  all  stages,  in  infancy  as  well  as  in  later 
years,  life  has  its  Democritus  and  its  Heraclitus,  its 
laughing  philosopher  and  its  weeping  philosopher. 
Certainly  these  differences  manifest  themselves  so 
early  that  it  is  difficult  to  believe  that  they  are  not 
congenital.  I  am  much  of  the  same  mind  as  that 
shrewd  observer,  The  Autocrat  of  the  Breakfast-table, 
‘  Little  snapping  turtles  snap — so  the  great  naturalist 
tells  us — before  they  are  out  of  the  egg  shell.  I  am 
satisfied  that  much  higher  up  in  the  scale  of  life 
character  is  distinctly  shown  at  the  age  of  two  or 
three  months;’  so  says  Oliver  Wendell  Holmes. 

Darwin,  discussing  the  earliest  appearance  of  the 
emotions,  refers  to  outbreaks  of  passion  at  9  months  ; 
but  it  appears  long  before  this :  indeed  he  observed  it 
in  his  own  baby  under  the  age  of  4  months ;  and  I  am 
inclined  to  think  that  an  habitual  tendency  to  irrita¬ 
bility  of  temper,  manifests  itself  even  earlier  than 
this. 

An  excellent  observer,  whose  book,  I  think,  has 
hardly  received  the  credit  it  deserves,  James  Nelson 
— he  belonged  to  that  humbler  section  of  the  medical 
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profession  which  in  his  day  went  by  the  name  of 
‘apothecary’ — says  in  his  Essay  on  the  Government 
of  Children,  1753: 

‘Nature,  ’tis  true,  is  not  alike  bountiful  to  all,  nor  does 
she  give  the  same  Propensity,  the  same  Temper,  to  all. 
One  Child  is  born  with  sweet  and  mild  Dispositions, 
another  more  sanguine  and  full  of  Fire,  a  third  has  a 
redundance  of  Acrimony,  and  so  on ;  yet  different  Tem¬ 
pers  are  sometimes  a  Kindness  bestow’d  on  us  by  Nature 
on  purpose  for  us  to  act  some  certain  Part  on  the  great 
Stage  of  Life.’ 

This  writer  assumes  that  good  and  bad  temper  are 
— to  use  a  phrase  of  Locke’s — ‘native  propensities’. 

Differences  of  temperament  are,  indeed,  discernible 
so  early  that  whilst  the  influence  of  environment  may 
no  doubt  come  into  action  very  soon  after  birth, 
there  is  strong  probability  that  temper,  good  or  bad, 
is  to  a  large  extent  a  congenital  endowment. 

But  if  congenital,  how  far  is  temper  hereditary  ? 
Heredity  of  bad  qualities  is  a  comfortable  doctrine : 
it  is  so  nice  to  pass  on  the  bill  for  our  faults  to  our 
forbears.  But  if  we  may  shuffle  off  upon  our  ancestors 
the  responsibility  for  our  ill  nature,  what  about  our 
virtues  ?  Can  we  take  any  credit  for  these  ?  Must  we 
not  say  with  Darwin :  ‘  If  bad  tendencies  are  trans¬ 
mitted  it  is  probable  that  good  ones  likewise  are 
transmitted  ’  ? 

An  investigation  upon  the  inheritance  of  good  and 
bad  temper  was  made  by  Francis  Galton  ( Nature 
Inheritance,  Appendix  D)  in  1887,  with  the  following 
result.  Out  of  1,361  children:  321  were  classified  as 
of  good  temper,  705  as  neutral,  and  342  as  bad 
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tempered.  The  parentage  was  investigated  in  a  small 
number  and  divided  into  two  groups,  in  which  both 
parents  could  be  assigned  definitely  to  the  same 
category,  so  that  the  influence  of  heredity,  if  any, 
would  presumably  be  as  strong  as  possible. 

Both  parents  good  tempered  Both  parents  bad  tempered 

(43  families)  (25  families) 

Children  Children 

Good  tempered,  30  per  cent.  Good  tempered,  4  per  cent. 
Bad  tempered,  10  per  cent.  Bad  tempered,  52  per  cent. 

Galton  regarded  these  figures  as  giving  emphatic 
testimony  to  the  heredity  of  temper,  which  he  de¬ 
clared  to  be  as  hereditary  as  any  other  quality.  He 
found  instances  of  inherited  bad  temper  clinging  to 
families  for  three  generations. 

As  between  the  sexes,  he  thought  there  was  little 
to  choose  in  regard  of  temper,  but  that  little  was  in 
favour  of  the  girl;  good  temper  was  a  little  more 
frequent  in  the  girl  than  in  the  boy. 

Galton’s  general  conclusion  may  have  been,  and 
probably  was,  right,  but  the  value  of  his  statistics  is 
vitiated  by  the  fact  that  they  take  no  account  of 
environment. 

Even  assuming  that  there  is,  so  to  speak,  a  con¬ 
genital  bias,  inherited  or  otherwise,  towards  a  temper 
good  or  bad,  is  it  not  probable  that  this  may  be  modi¬ 
fied,  perhaps  even  reversed,  by  environment  ?  I  am 
using  the  term  environment  in  the  widest  possible 
sense,  to  include,  in  fact,  any  influence  acting  after 
birth. 

I  have  often  thought  that  even  in  the  earliest 


38  COMMON  HAPPENINGS  IN  CHILDHOOD 


months  of  life  there  must  come  into  the  vague 
consciousness  of  the  infant  some,  at  first  dim  and 
then  more  clear,  perception  of  that  presence  which 
dominates  its  existence,  the  mother  or  nurse,  in 
whose  arms  it  lies,  and  from  that  presence  first,  and 
then  from  its  other  surroundings,  must  come  in¬ 
fluences  which  make  for  good  or  bad  temper. 

Think  of  the  infant  who  lies  in  the  arms  of  a 
sweet-faced,  gentle-voiced  woman,  whose  very  touch 
is  soothing,  and  wdiose  smile  is  full  of  love,  and  con¬ 
trast  with  this  the  infant  dragged  about  by  a  sour- 
visaged,  harsh-voiced,  nagging,  scolding  creature.  Is 
it  strange  if  the  temper  of  the  child  should  be  modi¬ 
fied  by  such  environment  ?  It  seems  to  me  even 
thinkable  that  temper  in  this  early  plastic  period 
may  be  modified  by  more  remote  environment:  the 
soothing  atmosphere  of  a  beautiful  and  quiet  nursery 
with  soft  colours  and  bright  pictures  may  well  affect 
the  temper  otherwise  than  does  a  dirty,  dingy,  noisy 
room. 

In  older  children  I  have  repeatedly  observed  the 
effect  of  personnel  in  the  environment  as  a  cause  of 
alteration  of  temper.  Without  any  conscious  anti¬ 
pathy  a  particular  nurse  or  governess  may  act  as  a 
chronic  irritant,  making  the  child  gradually  so  bad 
tempered  that  medical  advice  has  been  sought,  when 
the  one  thing  needful  was  to  get  rid  of  the  irritant. 
‘There  may  be  individuals,’  wrote  Charles  Lamb  in 
his  essay  on  Imperfect  Sympathies ,  ‘  born  and  constel¬ 
lated  so  opposite  to  another  individual  that  the  same 
sphere  cannot  hold  them.’  We  all  know  people, 
worthy  and  well-intentioned  people  perhaps,  whose 
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voice,  look,  and  even  gait  irritate  us,  and  we  feel  that 
to  live  with  them  constantly  would  soil  the  temper 
of  an  angel. 

It  might  be  suggested  that  the  influence  of  associa¬ 
tion  is,  partly  at  least,  a  matter  of  imitation.  The 
reproduction  of  peculiarities  of  manner,  movement, 
and  speech  of  those  with  whom  they  are  in  frequent 
contact  is  often  very  noticeable  in  children,  and  is 
certainly  not  always  inherited,  for  they  will  pick  up 
these  peculiarities  equally  from  persons  to  whom  they 
are  not  related  at  all.  But  whether  temper,  good  or 
bad,  is  acquired  in  this  way  is  very  questionable. 
There  is  no  doubt  about  the  mimicry  of  bad  temper ; 
witness,  amongst  the  poorer  class,  the  sister  of  8  or 
9  years  in  charge  of  her  little  brother  aged  4  or  5 
years;  she  abuses  him,  scolds  him,  shakes  him,  and 
thumps  him,  secundum  matrem ,  in  perfect  reproduc¬ 
tion  of  the  mother’s  temper  and  the  home  scenes, 
but  it  is  usually  mere  mimicry,  and  means  no  more 
than  her  remarks  to  her  dolls.  Nevertheless,  it  is 
conceivable  that  what  at  first  was  deliberate  or  un¬ 
conscious  imitation  may,  by  frequent  repetition,  be¬ 
come  a  fixed  and  involuntary  habit. 

So  far,  I  have  considered  temper  as  seen  in  the 
physically  sound ;  but  the  possibility  of  modification 
of  temper  by  environment  is  most  clearly  seen  in 
conditions  of  ill  health. 

When  a  nurse  says  that  'baby  is  so  cross’,  it  com¬ 
monly  means  that  the  baby  has  been  crying  with 
discomfort  from  indigestion,  and  that  it  is  the  nurse 
who  is  £so  cross’.  Indigestion,  however,  quite  apart 
from  discomfort  has,  at  all  ages,  a  remarkable  effect 
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upon  the  temper ;  there  is  perhaps  no  ailment,  unless 
it  is  gout,  which  is  so  productive  of  irritability  of 
temper.  I  have  sometimes  wondered  whether  pro¬ 
longed  digestive  trouble  in  infancy  may  not,  by  its 
disturbing  effect  upon  the  temper,  leave  some  perma¬ 
nent  impress  upon  it. 

When  an  older  child  is  brought  to  me  with  the 
complaint  that  he  has  only  recently  become  irritable 
and  ill-tempered,  my  first  thought  is  of  disturbed 
digestion. 

How  indigestion  can  cause  ill  temper  is  not  difficult 
to  imagine.  The  absorption  of  the  intestinal  products 
of  indigestion  entails  a  certain  amount  of  toxaemia, 
with  a  poisonous  effect  upon  the  cells  of  the  brain.  It 
is  well  known  that  certain  poisons  can  produce 
marked  irritability  of  temper.  I  have  known  arsenic 
given  to  a  child  in  medicinal  dose  produce  such  un¬ 
wonted  and  extreme  ill  temper  that  the  parents 
feared  some  mental  aberration  was  occurring.  Bro¬ 
mides  sometimes  have  a  similar  effect.  I  have  seen 
it  also  from  luminal.  A  boy,  aged  9  years,  who  had 
recently  had  a  fracture  of  the  skull  necessitating 
trephining,  was  ordered  luminal  to  be  taken  thrice 
daily  for  a  long  period  to  prevent  the  possibility  of 
symptoms,  convulsive  or  otherwise,  which  might 
arise  later  from  the  head  injury.  Symptoms  did  arise 
quickly,  the  boy  became  so  quarrelsome  and  ill- 
tempered  that  his  school  refused  to  keep  him  and  at 
home  he  was  a  constant  trouble.  Having  seen  similar 
effects  from  bromide,  I  suspected  the  bad  temper 
was  due  not  to  the  head  injury  but  to  the  luminal: 
and  so  it  proved.  Cessation  of  the  luminal  was 
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followed  at  once  by  restoration  of  the  boy’s  normal 
state  of  good  temper. 

Threadworms  seem  to  cause  bad  temper  sometimes, 
and  I  have  noted  a  very  marked  return  to  good 
temper  when  the  threadworms  were  expelled. 

Disturbed  sleep  or  actual  insomnia  from  any  cause 
is  liable  to  produce  an  irritable  temper  in  children  as 
in  older  folk.  So  too  may  exhaustion.  We  recognize 
this  in  the  familiar  expression  ‘  tired  and  cross  ’ ;  a 
state  of  things  which  sometimes  occurs  the  day  after 
the  excitement  and  late  hours  of  an  evening  party, 
and  is  sometimes  seen  in  the  stage  of  convalescence 
after  a  long  and  exhausting  illness. 

Has  temper,  good  or  bad,  any  relation  to  internal 
secretions  ?  How  far  is  that  good  temper  which  is 
counted  to  you  for  a  sign  of  grace,  really  due  simply 
to  a  rather  limited  output  of  secretion  on  the  part  of 
your  thyroid  gland  ? 

The  good  temper  of  the  cretin,  with  his  deficiency 
of  thyroid  secretion,  is  one  of  his  characteristics ;  his 
very  name  has  even  been  attributed  to  his  chretien , 
Christian,  disposition.  I  remember  hearing  of  a  lady 
whose  thyroid  failure  had  rendered  her  myxoedema- 
tous,  she  was  a  placid,  amiable,  easy-going  soul. 
Medical  skill  detected  her  lack  of  thyroid  secretion, 
and  doses  of  thyroid  were  prescribed:  the  myxoe- 
dema  disappeared,  but  the  lady’s  temper  was  en¬ 
tirely  altered,  it  became  so  unbearable  that  the 
relatives  besought  the  doctor  to  stop  the  treatment, 
the  patient  was  so  much  nicer  in  her  state  of  thyroid 
deficiency. 

There  is  another  physical  condition  which  has  a 
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marked  bearing  upon  temper,  viz.  obesity.  I  have 
noticed  that  children,  brought  for  excessive  fatness 
are  almost  invariably  superlatively  good  tempered. 
The  phrase  Mat  and  jolly’  expresses  a  real  occur¬ 
rence.  Perhaps,  in  some  cases,  this  also  is  related  to 
some  peculiarity  in  the  balance  of  internal  secretions, 
but  I  think  more  often  the  good  temper  in  these  cases 
is  due  to  good  nutrition,  for  one  has  often  noticed 
that  when  any  child  who  has  become  thin  from  any 
cause  begins  to  fatten  the  temper  almost  always 
becomes  more  placid  and  easy. 

Temper  is  no  trivial  matter:  it  is  one  factor,  and 
not  the  least,  in  success  in  life.  From  the  very  start 
your  laughing  Democritus  has  the  advantage  over 
his  puling  rival.  Who  does  not  love  the  jolly  baby, 
the  good-natured  happy  child  ?  Well  might  George 
Borrow  say:  ‘Talk  about  being  born  with  a  silver 
spoon  in  one’s  mouth !  give  me  the  cove  born  with  a 
grin  on  his  face.’ 

We  start  life  with  a  higher  or  lower  coefficient  of 
irritability:  happy  is  he  who  is  blessed  with  a  low 
coefficient !  Some  only  gradually  acquire  that  artifi¬ 
cial  repression  of  impulses,  which,  if  it  cannot  replace 
good  temper,  makes  a  sort  of  negative  substitute  for 
it.  Tactful  and  intelligent  training  and  a  harmonious 
environment  in  childhood  may  do  something  towards 
that  control,  but  alas !  for  those  to  whom  ill  temper 
belongs  by  parentage  and  by  environment.  I  can 
believe  that  for  them  the  recording  angel  has  special 
terms,  and  as  the  Autocrat,  whom  I  have  alreadv 
quoted,  says :  ‘  I  trust  that  the  tariff  of  heaven  has  an 
ad  valorem  scale  for  them — and  for  all  of  us.’ 


IV 

OF  TIREDNESS 


‘ X  ’M  so  tired.’  Coming  from  a  child’s  lips  this  seems 
JL  almost  a  reproach,  one  feels  that  there  is  some¬ 
thing  wrong,  some  fault  of  excess  or  deficiency  which 
is  casting  the  blight  of  weariness  upon  the  normal 
buoyancy  and  vigour  of  childhood.  Certainly  when 
a  child’s  complaint  of  tiredness  is  recurring  and  fre¬ 
quent  it  is  time  to  take  stock  of  the  child’s  environ¬ 
ment  (in  the  widest  sense),  his  daily  routine,  his 
condition,  physical  and  psychical,  and  all  that  makes 
up  his  world.  I  suppose  that  almost  all  the  pathos  of 
Shelley’s  lines, 

I  could  lie  down  like  a  tired  child 

And  weep  away  this  life  of  care . 

lies  in  that  picture  of  the  tired  child,  the  little  one 
that  should  'feel  its  life  in  every  limb’  lying  worn 
out  with  tiredness ;  there  is  something  unfitting,  some¬ 
thing  that  jars  on  one’s  feelings,  in  the  tiredness  of 
a  child. 

But  apart  from  the  natural  and  healthy  fatigue 
which  vigorous  exercise  induces,  with  its  accompany¬ 
ing  feeling  of  tiredness,  in  young  and  old  alike,  there 
is  a  morbid  tiredness  which  is  unnatural. 

For  many  years  it  has  been  my  custom  in  indexing 
notes  of  patients  to  index  not  only  diseases,  but 
symptoms ;  and  among  them  ‘  tiredness  ’  has  figured 
as  one  of  the  common  complaints  made  by  parents 
with  regard  to  their  child.  ‘Tires  so  easily’ ;  ‘Lately 
always  seems  tired  ’ ;  these  and  variations  of  the  same 
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theme  appear  again  and  again  in  the  histories  of 
children’s  ill  health. 

Taking  at  random  the  first  hundred  cases  in  which 
this  symptom  was  mentioned,  I  found  that  the 
youngest  was  2J  years  old,  that  seven  others  were 
under  4  years  of  age,  thirty-five  were  4  to  7  years  of 
age,  the  rest  were  of  ages  from  7  to  14  J  years.  Ob¬ 
viously  these  figures  taken  from  a  practice  dealing 
with  children  only,  and  also  considered  without  refer¬ 
ence  to  the  total  number  of  children  of  each  age- 
period  in  the  series  of  cases  from  which  they  were 
taken,  do  not  give  any  idea  of  the  relative  frequency 
of  this  symptom  at  any  particular  period  of  life,  but 
they  do  show  that  even  under  4  years  of  age  ‘tired¬ 
ness’  begins  to  manifest  itself  as  a  symptom  which 
attracts  a  parent’s  attention  as  something  abnormal. 
From  the  above  series  of  cases  this  symptom  would 
seem  to  be  about  equally  common  in  boys  and  girls : 
49  were  girls,  51  boys. 

What  exactly  is  meant  by  parents  when  they  com¬ 
plain  of  ‘  tiredness  ’  in  their  child  ?  Sometimes  they 
are  judging  by  looks:  ‘the  child  looks  so  tired’ ;  but 
more  often  it  is  from  the  child’s  own  complaint ; 
having  been  previously  a  bright,  active  child  he  has 
become  listless  and  unwilling  to  make  exertion,  or  if 
he  makes  it,  complains  much  sooner  than  is  natural 
that  he  wants  to  rest,  and  often  the  story  has  been 
that  at  an  age  and  at  an  hour  when  bed  is  usually 
far  from  welcome,  the  child  asks  to  go  to  bed  or  to  lie 
down  because  he  is  ‘so  tired’,  although  there  has 
been  apparently  no  sufficient  reason  for  fatigue. 

I  am  not  using  the  term  ‘  fatigue  ’  here  as  synony- 
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mous  with  ‘tiredness’.  In  common  parlance,  and 
sometimes  even  by  scientists,  these  two  words  are 
used  as  if  they  were  synonymous,  but  for  the  physio¬ 
logist,  and  in  strict  accuracy  for  the  clinician  also, 
they  have,  or  should  have,  quite  distinct  meanings. 
Fatigue  is  a  state  induced  in  the  tissues  of  the  body, 
particularly  in  nervous  and  muscular  tissues,  by 
changes,  probably  chemical,  resulting  from  activity, 
whereas  ‘tiredness  ’  is  a  sensation  which,  though  com¬ 
monly  produced  by  a  state  of  fatigue,  seems  to  exist 
sometimes  apart  from  any  activity-produced  fatigue. 

From  the  clinical  standpoint  certainly  it  is  impor¬ 
tant  to  realize  that  the  sensation  of  tiredness  does 
not  necessarily  correspond  with  the  amount  of  ner¬ 
vous  or  muscular  activity.  Indeed,  when  occurring 
in  association  with  ill  health,  it  is  usually  entirely 
out  of  proportion  to  activity,  and  sometimes  appa¬ 
rently  independent  of  it.  In  these  cases,  however, 
fatigue,  and  therewith  an  increase  in  the  sensation  of 
tiredness,  are  induced  by  such  slight  activities,  ner¬ 
vous  or  muscular,  as  would  not  have  any  perceptible 
fatiguing  effect  in  a  healthy  child. 

What,  then,  is  the  causal  significance  of  this  sensa¬ 
tion  of  tiredness  ?  As  a  normal  occurrence,  no  doubt, 
tiredness  is  Nature’s  warning  signal  of  the  need  for 
rest  after  fatigue  from  activity,  and  the  changes  in 
muscle-  and  in  nerve-cells  which  are  induced  by 
fatigue  require  a  certain  period  of  rest  for  their 
disappearance,  as  shown  by  physiological  experi¬ 
ment.  Repetition  of  the  activity  before  sufficient 
time  has  been  allowed  for  the  muscle  or  the  nerve¬ 
cell  to  recover  its  pre-activity  condition,  results  in 
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more  rapid  exhaustion  when  activity  is  repeated, 
and  eventually  if  the  interval  between  activities  is 
reduced  to  a  minimum  there  may  be  complete  ex¬ 
haustion  with  inability  to  act  until  a  proper  rest  has 
been  allowed. 

I  would  suggest  that  these  phenomena,  observed 
in  individual  muscles  and  nerve -cells  when  experi¬ 
mentally  stimulated,  apply  in  a  modified  manner  to 
the  complete  organism.  One  group  of  cases  in  which 
tiredness  is  a  feature  bears,  I  think,  more  than  a 
mere  similarity  to  these  experiments.  I  refer  to  the 
cases — a  small  minority,  it  is  true,  of  the  children 
complaining  of  tiredness,  10  per  cent,  in  the  particu¬ 
lar  series  under  consideration — in  which  the  school 
life  is  too  strenuous  for  the  child,  and  before  the 
term  has  progressed  far,  the  child  is  already  showing 
paleness,  loss  of  weight,  lessening  of  mental  concen¬ 
tration,  and,  with  these,  ‘tiredness’,  so  that  by  the 
end  of  the  term  the  child  is  definitely  a  less  well  child 
than  at  the  beginning.  I  think  that  this  is  not  always, 
perhaps  not  usually,  due  to  any  excess  of  lessons, 
but  rather  to  the  continuous  activity  of  mind  and 
body  which  is  encouraged  or  enforced  throughout  the 
day.  The  child  rises  probably  at  least  half  an  hour 
earlier  than  he  does  at  home,  lessons  succeed  one 
another  with  little  cessation,  strenuously  organized 
games  must  be  played  perhaps  five  or  six  days  a 
week,  more  lessons,  ‘prep’,  and  finally  bed,  perhaps 
half  an  hour,  sometimes  an  hour,  later  than  at  home. 
The  daily  routine  is  ‘sans  intermission’,  and  in 
some  schools  there  is  not  sufficient  rest  between  the 
activities  in  the  daytime ;  moreover,  the  extremely 
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important  hours  of  sleep,  the  great  recuperative, 
instead  of  being  increased,  as,  physiologically  speak¬ 
ing,  they  should  be,  to  repair  the  effects  of  a 
mentally  and  physically  strenuous  day,  are  actually 
too  often  curtailed.  And  so,  as  the  term  goes  on, 
muscle-  and  nerve-cells,  being  given  insufficient 
time  for  recovery  between  the  various  activities, 
become  more  and  more  readily  fatigued,  and  by  the 
time  the  holidays  come  the  child  is,  if  not  approach¬ 
ing  the  stage  of  exhaustion,  certainly  complaining  of 
tiredness  as  no  healthy  child  should  do. 

In  day-school  regime  there  is  another  factor  which 
contributes  to  the  daily  fatigue  and  so  sometimes  to 
morbid  tiredness,  namely,  the  daily  nervous  excite¬ 
ment  and  fluster  of  going  off  to  school,  and  the 
journey  to  and  from  school.  Sometimes  the  walk  is 
too  long,  especially  if  repeated  four  times  a  day; 
more  often  there  is  a  journey  by  bus  or  tram  or 
train,  perhaps  involving  a  change  from  one  vehicle 
to  another,  and  often  associated  with  an  amount 
of  flurry  and  nervous  tension  which  are  definitely 
fatiguing  and  contribute  to  the  complaint  of  seem¬ 
ingly  unnatural  tiredness. 

In  looking  over  my  notes  of  tiredness  I  have  been 
struck  with  the  frequency  of  what  might  be  called 
‘  the  nervous  temperament 5  in  the  make-up  of  these 
children.  Experimentally  it  has  been  shown  by 
physiologists  that  individuals  vary  in  regard  to  the 
manifestation  of  fatigue;  from  clinical  observation 
there  can  be  no  doubt  that  the  child  of  nervous 
temperament  is  more  readily  fatigued  than  the  more 
stolid  child;  certainly  the  complaint  of  morbid 
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tiredness  is  more  frequent  in  the  nervous  children. 
It  might  be  objected  that  the  indications  of  nervous 
instability  may  be  the  result  rather  than  the  cause 
of  the  repeated  fatigue  of  which  tiredness  is  a  symp¬ 
tom  ;  and  undoubtedly  this  is  so  in  some  cases,  and 
there  may  also  be  a  vicious  circle,  the  nervous 
temperament  favouring  quick  fatigue,  and  the  re¬ 
peated  fatigue  increasing  nervous  instability.  But  in 
this  series  of  cases  there  were  many  in  which,  months 
or  years  before  any  complaint  of  tiredness  arose,  the 
common  manifestations  of  the  nervous  temperament 
in  children — night  terrors,  habit  spasm,  and  so  forth 
— had  occurred,  and  this  antecedence  is  so  frequent 
that  it  seems  at  least  probable  that  nervous  instability 
or  sensitiveness  predisposes  to  unusual  readiness  of 
fatigue  and  so  to  the  sensation  of  'tiredness’  upon 
seemingly  slight  cause. 

The  most  frequent  cause  of  morbid  tiredness  in 
children  is  an  unhealthy  gastro -intestinal  condition, 
whether  chronic  indigestion  or  constipation  or  both. 
In  41  out  of  the  100  cases  there  was  some  fault  of 
digestion  with  or  without  constipation,  in  three  more 
there  was  chronic  constipation  only.  That  the  asso¬ 
ciation  is  not  a  mere  coincidence  is  shown  by  the 
disappearance  of  the  unnatural  tiredness  when  these 
faults  are  corrected. 

I  would  lay  some  stress  upon  this  complaint  of 
tiredness  in  cases  of  chronic  indigestion  and  constipa¬ 
tion  because  I  know  from  experience  that  the  cause 
of  the  unnatural  tiredness  of  the  child  is  apt  to  be 
overlooked ;  a  simple  c  tonic  ’  is  not  the  remedy  for  a 
patient  whose  one  need  is  perhaps  careful  modifica- 
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tion  of  the  details  of  diet,  or  perhaps  some  daily 
laxative.  How  this  particular  symptom — tiredness 
— is  produced  in  such  cases  can  only  be  a  matter  of 
speculation.  In  all  forms  of  indigestion  there  must 
be  some  interference  with  the  supply  of  nutritive 
material  to  the  tissues,  so  that,  in  a  sense,  there  is 
some  degree  of  starvation,  and  the  tissues  have  less 
to  draw  upon  for  their  recuperation  from  the  changes 
produced  in  them  by  fatigue,  and  the  sensation  of 
tiredness  results.  One  might  expect  that  complaint 
of  tiredness  could  arise  from  any  condition  inter¬ 
fering  with  proper  absorption  of  food:  and  I  think 
this  is  actually  the  case.  In  illustration  of  it  one  might 
mention  the  tiredness  which  is  sometimes  associated 
with  the  presence  of  threadworms  in  the  intestine: 
the  bowel,  as  I  have  often  observed  at  autopsies  on 
children  who  have  had  many  threadworms,  is  coated 
with  an  abnormally  thick  layer  of  mucus  which  must 
interfere  with  absorption  of  food. 

But,  to  some  extent,  indigestion  may  produce  its 
ill  effects,  including  tiredness,  by  alteration  in  the 
quality  of  the  material  absorbed  from  food,  through 
perversion  of  the  processes  of  digestion  so  that  there 
arises  a  sort  of  low-grade  toxaemia,  if  the  use  of  that 
terribly  hackneyed  term  may  be  forgiven.  This  idea 
of  the  toxic  origin  of  tiredness  in  some  children  is 
made  the  more  probable  by  another  group  of  cases 
in  which  tiredness  is  a  symptom,  those  with  un¬ 
healthy  throats,  particularly  septic  tonsils ;  in  10  out 
of  the  100  cases  the  complaint  of  tiredness  was  asso¬ 
ciated  with  chronic  sepsis  from  this  source. 

In  connexion  with  this  group  I  would  point  out 
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that  those  puzzling  cases,  the  children  with  a  tem¬ 
perature  rising  daily  to  99°-100°  F.  for  weeks  or 
months  without  obvious  explanation,  very  commonly 
complain  of  feeling  tired  on  very  slight  exertion,  in  ¬ 
deed,  this  is  often  the  only  complaint  the  child  makes. 
The  slight  rise  of  temperature  in  some  of  these  cases 
— it  might  be  said,  in  many  of  them — is  a  sequence 
of  some  throat  catarrh  or  infection,  so  that  in  these 
cases  also  the  tiredness  may  be  related  to  the  un¬ 
healthy  state  of  the  throat  and  to  toxic  absorption 
therefrom. 

There  is,  however,  another  effect  common  both  to 
indigestion  and  to  unhealthy  conditions  of  the  throat, 
which  may  have  a  bearing  upon  the  tiredness  which 
often  accompanies  these,  namely,  disturbance  of  sleep. 
The  child  who  has  tossed  about  restlessly  for  hours 
at  night,  even  if  he  has  not  lain  awake,  is  not  re¬ 
freshed  as  he  should  be,  and  the  next  day  he  is  apt 
to  be  a  tired  child. 

In  chronic  ill  health  of  any  sort  children  very 
commonly  show  some  degree  of  secondary  anaemia, 
and  this  in  itself  may  be  sufficient  to  cause  complaint 
of  tiredness.  Again  and  again  I  have  noted  that  the 
child  brought  because  he  was  ‘  so  tired  ’  was  ‘  pale  and 
dark  under  the  eyes  ’,  but  in  none  of  this  series  was 
there  sufficient  pallor  to  suggest  any  blood  disease 
or  any  grave  degree  of  anaemia,  so  that  I  have  no 
blood  counts  to  check  the  statement,  which  is,  never¬ 
theless,  undoubtedly  true,  that  any  considerable 
degree  of  anaemia  is  apt  to  be  associated  with  readi¬ 
ness  of  fatigue  and  complaint  of  unnatural  tiredness. 
It  would  be  interesting  to  know  what  particular 
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defect  in  the  blood  favours  the  quick  onset  of  fatigue, 
whether,  for  instance,  deficiency  of  haemoglobin  or 
some  change  in  the  physical  properties  of  the  blood, 
but  on  this  point  I  have  no  evidence  to  offer.  It  is 
obvious  that  the  blood-supply  must  take  an  impor¬ 
tant  part  in  the  reparative  changes  which  constitute 
recovery  after  fatigue.  Any  condition  which  involves 
a  supply  of  blood  poor  in  quality  would  seem  from 
clinical  observation  to  predispose  to  the  sensation  of 
tiredness.  In  other  words,  fatigue  is  more  readily 
induced  and  less  speedily  repaired  in  such  conditions. 
In  some  of  the  cases  the  'tiredness’  dated  from  an 
acute  illness,  e.g.  pneumonia,  and  two  or  three 
months  after  it  the  child  was  still  complaining  of 
tiredness.  In  some  cases  there  has  been  some  cardiac 
disability,  congenital  or  acquired,  but  I  do  not  think 
it  is  a  common  symptom  in  these.  In  at  least  three 
cases  out  of  the  100,  the  child  had  fainted  on  one 
occasion  or  more ;  considering  the  comparative  rarity 
of  fainting  in  childhood  this  must  be  more  than  a 
coincidence,  but  I  should  rather  class  it  with  the 
nervous  tendencies  of  the  children  who  complain  of 
'tiredness5  than  with  any  cardiac  defect.  In  two 
cases  it  was  associated  with  cyclic  albuminuria, 
which  is  less  often  than  I  should  have  expected,  for 
children  with  this  form  of  albuminuria  so  often  have 
the  appearance  which  commonly  goes  with  complaint 
of  tiredness,  viz.  pale  or  pasty-faced,  dark  or  perhaps 
puffy  under  the  eyes,  stooping  at  the  shoulders,  and 
generally  lacking  in  carriage  and  vigour. 

Lastly,  there  is  a  group  in  which  the  complaint  of 
‘tiredness’,  though  it  is  mentioned  by  the  parents  as 
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if  it  were  strange  and  morbid,  is  really  hardly  un¬ 
natural  ;  I  mean  the  children  whose  physique  compels 
them  to  expend  an  amount  of  muscular  effort  which 
at  their  age  inevitably  produces  fatigue  very  readily 
and  therewith  the  sensation  of  tiredness. 

Girls  at  puberty  sometimes  complain  of  this  symp¬ 
tom,  and  when  one  realizes  that  with  the  rapid 
development  of  puberty,  especially  in  a  big  girl  whose 
breasts  have  quickly  become  large,  the  extra  call 
upon  muscular  exertion,  involved  by  the  carrying  of 
all  this  rapidly  increased  weight,  must  be  very  con¬ 
siderable,  it  is  not  surprising  that  the  girl  complains 
of  'tiredness5.  To  a  less  extent  boys  are  similarly 
affected  when,  with  the  onset  of  puberty,  there  is 
rapid  increase  in  stature  and  weight.  Here,  for  in¬ 
stance,  is  a  fine  healthy  boy,  not  fat,  but  with  a  big 
frame,  who  within  the  last  three  years  has  developed 
rapidly  in  height  and  breadth,  and  at  15f  years 
weighs  Ilf  stone ;  it  is  not  strange  if  he  tires  easily. 

Another  condition  in  which  the  factor  of  weight 
determines  the  symptom  of  tiredness  is  obesity. 
Three  out  of  the  100  cases  complaining  of  tiredness 
were  children  aged  8  years,  12J  years,  and  12f  years, 
weighing,  respectively,  6  st.  9J  lb.,  11  st.  1J  lb.,  and 
8  st.  As  might  be  expected,  very  little  exertion  is  suffi¬ 
cient  to  induce  fatigue  and  the  sensation  of  tiredness 
in  children  who  carry  a  weight  so  excessive  for  their 
age.  The  addition  of  many  pounds  above  the  normal 
average  of  weight  must  add  greatly  to  the  number  of 
foot-pounds  of  work  done  by  these  children  in  merely 
walking  about,  and  still  more  in  any  exercise,  such  as 
drill  or  dancing  or  the  ordinary  school  games. 
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Relative  incompetence  of  muscles  is  only  an  occa¬ 
sional  cause  of  complaint  of  tiredness.  I  have  noted 
it  in  cases  of  congenital  or  acquired  weakness  or 
paralysis,  and  I  have  often  wondered  how  any  other 
result  could  be  expected  when,  in  addition  to  the 
disability  from  weakness  of  some  muscles  in  the 
lower  limb,  the  child  has  been  burdened  with  a  heavy 
orthopaedic  apparatus  and  ponderous  boot  which 
alone  might  cause  tiredness  in  a  normal  individual. 

A  complaint  of  frequent  tiredness  is  not  to  be 
ignored,  the  tiredness  is  a  real  and  distressing  symp¬ 
tom  and  requires  careful  investigation  to  trace  it  to 
its  source.  Unfortunately  the  medical  man,  espe¬ 
cially  the  consultant,  is  not  always  in  possession  of 
all  the  facts  with  regard  to  the  child’s  environment 
and  regime,  knowledge  of  which  is  important  for  the 
treatment  of  the  underlying  cause  of  the  tiredness. 
These  facts  must  be  ascertained  as  far  as  possible; 
they,  together  with  a  thorough  examination  of  the 
child,  will  usually  give  the  clue  to  whatever  treatment 
is  necessary. 


V 

OF  APPETITE 


£  X  DO  not  think  that  all  People’s  Appetites  are 
X  alike;  some  have  naturally  stronger  and  some 
weaker  Stomachs.’  Thus  John  Locke  in  his  Thoughts 
concerning  Education  (1692). 

Appetite  is  a  subject  worth  serious  consideration: 
it  plays  a  vital  part  in  our  existence  from  the  day  of 
our  birth  to  the  day  of  our  death.  The  new-born 
babe  feels  round  with  its  lips  to  grasp  the  nipple 
when  it  is  put  to  the  breast  for  the  first  time,  and 
sucks,  untaught,  to  get  something  of  which  it  can 
have  no  anticipation,  no  foreknowledge,  guided  simply 
by  instinct,  whatever  that  may  mean ;  instinct  trans¬ 
mitted  from  countless  generations.  But  prompting 
that  instinct  there  must  be  some  impulse,  the  urge 
that  we  call  appetite ;  in  its  most  exigent  degree  we 
call  it  hunger. 

I  shall  not  discuss  here  the  conflicting  views  which 
have  been  propounded  as  to  the  genesis  of  appetite 
or  hunger:  how  far  it  is  of  chemical  origin  depending 
on  secretions  from  the  gastric  mucosa,  how  far  it  is 
caused  by  muscular  contractions  in  the  stomach  w^all, 
how  far  it  is  related  to  nervous  influences;  probably 
all  these  have  some  part  in  its  production. 

As  a  matter  of  everyday  observation  we  know  that 
consistently  with  perfect  health,  one  child  differs 
from  another  in  appetite.  Undoubtedly  every  child 
has  also  his  own  individual  variations  in  appetite  at 
different  times,  but,  apart  from  these  variations  in 
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the  individual,  the  appetite  ranges  at  different  levels 
in  different  children.  Pictorially  one  might  repre¬ 
sent  these  differences  of  appetite  by  a  line  as  one 
does  on  a  temperature  chart,  a  line  which  would 
fluctuate  about  different  levels  for  different  children ; 
in  one  child  it  would  hover  about  the  98-4°  line, 
in  another  its  customary  level  would  range  about 
100°,  whilst  in  yet  another  it  would  mostly  be  about 
the  96°  line. 

It  has  seemed  to  me  that  marked  differences  in 
this  respect  can  be  recognized  in  earliest  infancy, 
perhaps  from  birth. 

We  are  accustomed  to  regard  absence  of  appetite 
as  a  symptom  of  some  disorder  or  disease,  that  is,  as 
a  secondary  phenomenon,  and  in  the  large  majority 
of  cases  this  is  no  doubt  the  correct  view  to  take, 
but  I  am  not  sure  that  it  is  so  in  all. 

Amongst  a  large  number  of  children  brought  for 
this  particular  trouble  there  are  a  few  whose  history 
shows  that  the  lack  of  desire  for  food  dates  back  to 
the  earliest  days  of  life.  I  had  for  a  long  time  sup¬ 
posed  that  the  mother’s  statement  that  the  child 
had  ‘  never  ’  taken  food  willingly  was  only  an  instance 
of  the  exaggeration  which  makes  the  maternal  de¬ 
scription  of  a  child’s  ailments  so  often  unreliable.  In 
a  few  cases,  however,  the  account  was  so  circumstan¬ 
tial  that  I  began  to  inquire  into  this  point  more 
carefully,  and  have  done  so  for  some  years ;  and  as  a 
result  of  my  inquiries,  am  inclined  to  believe  that 
in  certain  cases  an  infant  is  born  without  the  normal 
recurring  desire  for  food,  which  we  call  appetite.  The 
deficiency  varies  in  degree;  perhaps  it  is  never 
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absolute,  but  in  some  cases  it  comes  very  near  to  being 
absolute. 

I  could  quote  several  cases  from  my  notes,  but  the 
history  is  so  similar  in  all  that  a  few  will  serve.  I 
select  only  cases  seen  within  the  first  two  years  of 
life,  because  a  mother’s  memory  of  her  child’s  beha¬ 
viour  in  the  first  week  of  life  becomes  less  reliable  as 
the  child  grows  older ;  but  cases  might  be  quoted  of 
much  older  children  in  whom  the  lack  of  desire  for 
food  seems  to  date  from  immediately  after  birth,  and 
has  persisted  in  lessening  degree  for  several  years. 
The  following  cases  seen  within  the  first  two  years  of 
life  are  typical  in  their  history : 

Boy,  aged  22 J  months,  brought  for  lack  of  appetite. 
He  was  never  breast-fed.  From  the  time  when  feeding 
began  he  disliked  food,  would  cry  when  coaxed  to  take  it, 
and  would  refuse  to  suck.  The  difficulty  has  persisted 
ever  since:  food  is  still  administered  with  difficulty.  He 
is  a  bright,  intelligent  child,  a  bad  sleeper,  and  his  weight 
is  only  21 J  lb.,  that  is  about  6  lb.  below  the  normal  weight. 

Girl,  aged  15  J  months,  brought  for  convulsions. 
Showed  no  interest  in  food  from  the  time  feeding  was 
begun;  the  breast  she  refused  altogether,  so  bottle- 
feeding  was  tried,  but  each  feed  had  to  be  forced  upon 
her.  This  lack  of  desire  for  food  has  persisted,  and 
though  she  takes  a  mixed  diet  now,  it  is  with  reluctance, 
except  butter,  which  she  likes.  She  is  quite  intelligent ; 
is  a  very  light  sleeper,  and  has  had  occasional  convulsions 
since  8  months  old. 

Girl,  aged  2  years,  brought  because  she  e  never  wants 
food’.  By  distracting  her  attention,  the  mother  can 
sometimes  get  her  to  take  food,  but  often  it  has  to  be 
given  by  compulsion:  it  is  forced  down.  She  cries  when 
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she  sees  food  coming,  and  tries  to  vomit  the  food  when 
given.  The  aversion  to  food  was  noticed  directly  after 
birth.  She  is  a  happy  child  except  when  meals  have  to 
be  taken;  she  seems  quite  healthy,  but  her  weight  is 
only  24J  lb. 

These  cases  differ  in  no  way  from  the  common  cases 
of  acquired  anorexia,  except  in  the  fact  that  the  anor¬ 
exia  dates  from  immediately  after  birth.  It  is  clear 
that  at  that  time  the  ordinary  causal  factors  which 
account  for  anorexia  and  aversion  to  food  in  infants 
and  young  children,  namely,  dentition  and  digestive 
disorders,  cannot  be  operative:  some  congenital  ab¬ 
normality  of  function  has  to  be  assumed.  One  might 
suppose  that  the  nature  of  the  abnormality  would  at 
once  be  suggested  by  a  consideration  of  the  processes 
concerned  in  the  production  of  normal  appetite.  But 
what  are  these  processes  ?  Physiologists  are  not 
agreed  even  as  to  the  parts  concerned  in  the  produc¬ 
tion  of  appetite  or  hunger.  Clearly  it  is,  in  part  at 
least,  a  sensory  phenomenon,  and,  as  such,  referable 
to  the  brain,  perhaps  even  to  a  particular  part,  a 
hunger  centre,  if  such  there  be ;  some  have  thought 
that  it  is  induced  by  some  state  of  the  tissues  in 
general  or  of  the  blood  in  particular ;  others  that  it  is 
due  to  stimulation  of  sensory  nerves  in  the  stomach - 
wall,  the  milder  degree,  appetite,  being  due  to  stimu¬ 
lation  of  the  nerves  in  the  gastric  mucosa,  the  more 
advanced  degree,  hunger,  to  stimulation  of  nerves  in 
the  submucosa  or  muscular  layers. 

A  combination  of  these  views  seems  to  be  the  posi¬ 
tion  reached  by  Kuntz  in  his  work  on  The  Autonomic 
Nervous  System.  Depletion  of  the  nutrient  substances 
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in  the  circulating  blood  he  regards  as  an  important 
factor,  and  he  quotes  Thoma’s  view  that  this  excites, 
in  some  part  of  the  brain  not  yet  localized,  ‘  efferent 
impulses  which  bring  about  reactions,  which  in  turn 
initiate  afferent  impulses  resulting  in  the  sensation 
of  hunger’.  The  hypothetical  ‘ hunger- centre ’  is,  in 
fact,  stimulated  by  the  state  of  the  blood  when  a 
certain  degree  of  depletion  of  nutrient  material  has 
been  reached,  just  as  the  respiratory  centre  is  by 
blood  depleted  of  oxygen. 

Applying  this  view  to  the  normal  behaviour  of  the 
foetus  in  utero  and  the  newly  born  infant,  one  may 
suppose  that  the  foetus  in  utero  is  normally  in  a 
state  of  continuous  physiological  anorexia,  which  is 
due  to  lack  of  excitability  in  the  brain-cells,  and  is 
further  assured  by  a  constant  supply  of  maternal 
blood  more  or  less  rich  in  nutrient  material.  At  birth 
the  brain-cells  become  responsive  to  stimuli,  the 
supply  of  blood  by  the  cord  is  cut  off,  and  after  a 
short  time  the  available  nutritive  material  in  the 
blood  is  used  up,  and  the  infant  experiences  appetite 
or  hunger  for  the  first  time :  it  shows  desire  for  food 
and  sucks  eagerly.  In  this  way  the  starting  soon 
after  birth  of  that  periodically  recurring  impulse  to 
take  food,  which  we  call  appetite  or  hunger,  may  be 
explained. 

An  explanation  of  the  failure  ab  initio  of  the  normal 
desire  for  food  is  much  more  difficult  to  find  or  even 
to  conjecture.  There  is  a  pathological  condition  in 
which  there  seems  to  be  anorexia  from  birth,  namely, 
in  extreme  degrees  of  idiocy  where  the  newly  born 
infant  shows  no  sign  of  desire  for  food,  and,  indeed, 
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if  the  mother  or  nurse  waited  for  him  to  show  signs 
of  hunger  he  would  die  of  starvation.  In  such  cases 
one  may  suppose  that  the  apparent  absence  of  the 
sensation  of  appetite  or  hunger  is  due  to  failure  of 
the  brain  to  respond  as  it  should  to  the  stimulus  of 
the  blood  when  depleted  of  nutriment ;  the  failure  in 
such  cases  is  the  less  surprising  as  it  is  part  of  a  more 
general  failure  of  normal  reaction  of  the  brain  to 
stimuli.  In  a  less  degree  it  is  noticeable  that  infants 
who  are  much  premature  often  show  at  first  little  or 
no  desire  for  food,  and  here  again,  as  one  may  judge 
from  the  sluggish  response  to  other  stimuli  in  such 
infants,  the  feebleness  of  the  impulse  to  take  food 
may  be  due  to  low  excitability  of  the  brain-cells  in 
the  incompletely  developed  infant. 

In  the  full-time  mentally  sound  infant,  however, 
there  is  no  reason  to  assume  any  such  general  lack  of 
response  to  stimuli,  and  if  the  anorexia  is  due  to  any 
lack  of  brain  response,  the  failure  of  response  is  in 
particular  cells  or  in  a  particular  centre,  if  such  there 
be.  As  a  rough  analogy,  one  might  point  to  the 
curious  cases  of  long-delayed  commencement  of 
speech — a  delay  which  I  have  known  to  extend  up 
to  the  seventh  year — in  children  who  are  otherwise 
normal.  These  have  been  described  as  due  to  ab¬ 
sence  of  the  ‘  sprech-lust 5 :  absence  of  the  desire  to 
speak.  There  are,  of  course,  wide  differences  between 
the  processes  involved  in  speech  and  those  concerned 
in  appetite  or  hunger;  but  the  analogy  is  not  alto¬ 
gether  fanciful — in  both  cases  there  is  the  failure  of 
a  desire  which  seems  to  be  innate,  though  latent  at 
birth,  in  the  normal  individual,  and  which  should 
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appear  at  a  particular  time:  the  one  within  a  few 
hours,  the  other  within  a  few  months  after  birth. 

As  in  the  case  of  lack  of  desire  to  speak,  the  child 
with  congenital  anorexia,  if  he  is  otherwise  normal, 
acquires  the  lacking  desire  to  a  greater  or  less  degree 
sooner  or  later;  but  even  after  several  years  the 
desire  for  food  in  a  child  who  started  life  with  this 
anorexia  is  apt  to  be  lacking  in  normal  keenness :  he 
has  no  interest  in  his  food,  and  takes  it  more  as  a 
matter  of  routine  and  necessity  than  as  a  matter  of 
pleasure — he  has  to  be  educated  into  taking  his 
meals. 

Since  this  suggestion  of  congenital  deficiency  of 
appetite  was  made,  some  interesting  observations  by 
Dr.  Fritz  Stirnimann1  of  Lucerne  seem  to  point  in 
the  same  direction.  He  records  the  behaviour  of 
three  pairs  of  twins  born  in  an  institution  where 
careful  observations  could  be  made.  One  pair  was 
born  by  Caesarian  section,  the  others  normally.  It 
was  found  that  in  each  of  these  three  pairs  there  was 
a  notable  disparity  between  the  two  infants  in  regard 
to  their  eagerness  for  the  breast.  In  one  case  in 
which  the  weight  is  charted,  the  infant  who  was  the 
heavier  at  birth  had  the  smaller  appetite,  and  soon 
fell  below  and  remained  below  the  other  in  weight. 
Care  was  taken  to  avoid  some  fallacies,  but  when 
two  babies  have  to  feed  from  the  same  mother  condi¬ 
tions  may  not  be  exactly  the  same  for  both.  These 
observations,  however,  tend  to  show  that,  at  any  rate, 
we  do  not  all  start  life  with  an  equal  desire  for  food. 

But  the  common  complaint  by  the  mother  that 
1  Das  Erste  Erleben  des  Kindes,  1933. 
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her  child  ‘  won’t  eat  ’,  or  that  ‘his  appetite  is  so  poor 
has  reference  to  no  inborn  peculiarity.  It  is  a  symp¬ 
tom  the  significance  of  which  has  to  be  discovered  by 
careful  inquiry  if  it  is  to  be  properly  treated ;  and  it 
is  worth  studying,  for  there  are  few  happenings  in 
childhood  which  so  often  distress  a  mother  as  failure 
of  appetite  in  her  child. 

Apart  from  the  possible  innate  deficiency  which  I 
have  suggested,  lack  of  appetite  in  infancy  up  to  the 
completion  of  the  first  dentition  is  in  the  very  large 
majority  of  cases  due  to  teething.  Judging  from  my 
own  case-books  I  should  say  that  it  is  in  the  later 
stage  of  dentition,  when  the  child  is  about  two  years 
old  and  is  cutting  the  molars,  that  the  complaint  of 
refusing  food  is  most  frequent,  but  it  occurs  at  any 
stage  of  dentition.  I  have  seen  infants  about  a  year 
old  resisting  all  efforts  to  feed  them  and  actually  re¬ 
duced  to  a  condition  of  flabbiness  and  weakness  by 
their  persistent  self-starvation.  Such  extreme  cases 
are  exceptional;  more  often  the  infant,  even  if  it  re¬ 
fuses  some  feeds  altogether,  will  take  some  part  of 
most  of  its  feeds,  and  it  often  happens  that  a  feed 
given  about  10  p.m.,  when  the  infant  is  half  asleep, 
is  taken  in  its  entirety.  In  any  case  my  own  experi¬ 
ence  has  been  that  no  permanent  harm  has  ever 
resulted  from  this  dentition  anorexia,  however  ex¬ 
treme  it  may  have  been,  a  fact  wherewith  I  have 
been  accustomed  to  reassure  the  anxious  mother. 

Obviously,  when  an  infant  is  taking  such  reduced 
feeds  it  is  important  that  what  he  does  take  should 
be  of  good  nutritive  value ;  the  character  of  the  food 
needs  attention.  I  have  sometimes  found  mothers 
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consoling  themselves  by  the  willingness  of  the  infant 
to  take  broth  when  milk  foods  were  taken  unwil¬ 
lingly  :  the  mother  had  failed  to  realize  the  very  low 
food-value  of  broth. 

Why  dentition  should  cause  lack  of  appetite  is  not 
clear.  That  teething  has  a  very  real  influence  upon 
the  nervous  system,  in  some  infants  must  be  obvious 
to  every  one  who  has  had  to  deal  with  large  numbers 
of  infants  at  the  dentition  period.  Perhaps  the  fre¬ 
quent  association  of  disturbed  sleep  or  insomnia  with 
dentition  anorexia  may  point  towards  some  nervous 
influence,  but  in  our  ignorance  of  the  physiological 
processes  involved  in  appetite  the  cause  of  dentition 
anorexia  remains  obscure. 

I  have  sometimes  wondered  whether  the  second 
dentition  ever  has  the  same  effect.  Tabulating  cases 
of  anorexia  in  children  beyond  the  age  of  infancy,  I 
found  a  quite  unexpected  predominance  of  children 
between  the  ages  of  5  and  7  years,  the  time  when 
the  second  dentition  begins  and  the  first  molars  are 
being  erupted.  This  may  be  a  mere  coincidence  but 
it  seems  to  me  worthy  of  note. 

The  causes  of  failure  of  appetite  are  legion,  and  if 
one  were  to  mention  all  the  possible  causes  one  would 
produce  an  Index  Morborum.  There  are  few  acute 
febrile  conditions  in  which  the  appetite  is  not  im¬ 
paired,  but  I  am  concerning  myself  here  rather  with 
loss  of  appetite  in  the  child  who,  though  perhaps 
ailing,  is  not  acutely  ill.  The  mention,  however,  of 
febrile  conditions  raises  a  point  which  calls  for  men¬ 
tion,  in  passing,  namely,  that  the  desire  to  eat  seems 
to  be  independent  of  the  desire  to  drink.  The  feverish 
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child  craves  drink  though  he  loathes  food.  This  fact 
that  aversion  to  eating  is  not  necessarily  associated 
with  aversion  to  drinking  holds  good  for  some  cases 
of  anorexia  in  children  who  are  neither  febrile  nor 
acutely  ill,  and  becomes  of  practical  importance  when 
the  child  who  ‘  won’t  eat  ’  is  willing  to  drink  milk  in 
quite  sufficient  quantity  for  his  nutritional  needs. 

Lack  of  appetite  in  children  past  the  age  of  the 
first  dentition  is  most  commonly  a  symptom  of  in¬ 
digestion,  and  as  such  calls  for  a  careful  inquiry  not 
only  as  to  food,  its  kind,  its  quantity,  perhaps  even 
its  cooking,  but  also  as  to  hours  of  meals,  time 
allowed  for  meals,  state  of  the  teeth,  &c.,  in  fact  a 
painstaking  investigation  of  the  whole  daily  routine. 

A  common  association  with  anorexia  is  constipa¬ 
tion,  and  I  think  that  the  constipation  is  often  causal, 
but  if  a  child  eats  very  little  the  bowels  are  apt  to 
become  costive  as  a  result,  so  that  the  relation  is  not 
always  clear:  certainly  an  important  part  of  the 
treatment  of  c  poor  appetite  ’  may  be  the  ensuring  of 
regular  daily  action  of  the  bowels. 

There  is  another  factor  in  the  causation  of  anorexia 
in  children  which  has,  perhaps,  a  less  obvious  con¬ 
nexion,  namely  unhealthy  throat  conditions.  As  one 
might  expect  in  childhood,  enlarged  tonsils  and  ade¬ 
noids  are  the  usual  indications  of  the  throat  trouble, 
but  I  do  not  think  that  the  failure  of  appetite  is  due 
so  much  to  the  local  enlargements  as  to  accompany¬ 
ing  catarrh  and  the  swallowing  of  muco-pus,  and  this, 
I  think,  is  confirmed  by  the  loss  of  appetite  which 
children  often  show  with  a  simple  ‘cold’.  It  has 
seemed  to  me  also  that  adenoids,  when  associated 
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with  much  post-nasal  catarrh,  are  more  prone  to 
cause  loss  of  appetite  than  is  mere  hypertrophy  of 
the  tonsils. 

On  the  other  hand  I  once  saw  a  child  about 
3  years  old  who  had  recently  been  refusing  food  so 
persistently  that  both  the  late  Dr.  F.  E.  Batten  and 
I,  who  had  been  called  to  the  child  as  the  family 
doctor  was  alarmed  at  his  increasing  weakness,  were 
of  opinion  that  the  child’s  life  was  in  danger.  The 
tonsils  were  greatly  enlarged ;  no  other  reason  could 
be  found  for  his  complete  anorexia.  We  both  felt 
that  any  operation  was  a  grave  undertaking  owing 
to  the  child’s  exhaustion  from  starvation,  but,  rather 
against  my  judgement,  it  was  decided  that,  as  there 
seemed  little  hope  of  his  recovery  otherwise,  he  should 
have  whatever  chance  removal  of  the  tonsils  might 
afford.  The  effect  was  remarkable :  within  a  few  hours 
after  the  operation  he  began  to  take  food  and  in  a 
few  days  was  taking  food  quite  well.  There  could,  I 
think,  be  no  doubt  that  in  this  case  the  aversion  to 
food  was  due,  not  to  any  tonsillar  sepsis  or  catarrh, 
but  to  the  great  enlargement  of  the  tonsils. 

I  saw  another  case  where,  similarly,  the  mere  size 
of  tonsils  appeared  to  be  the  determining  factor  in 
aversion  to  food.  It  was  a  boy  who  at  the  age  of 
18  months  had  tonsillitis  which  left  him  with  large 
tonsils  and  a  bad  appetite.  He  would  keep  his  food 
pouched  in  his  cheek  rather  than  swallow  it,  and  if 
food  was  pressed  would  vomit.  Uncertain  how  far 
dentition  might  account  for  his  lack  of  appetite, 
which  was  still  very  persistent  at  the  age  of  2\  years 
when  he  was  cutting  his  molars,  I  did  not  press  for 
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removal  of  the  tonsils,  but  at  3J  years  it  was  decided 
to  try  what  removal  of  the  tonsils  would  do.  The 
effect  was  almost  immediate:  he  began  to  eat  well 
and  gained  10  lb.  in  the  next  twelve  months.  It  is 
common  for  a  gradual  improvement  in  appetite  and 
general  health  to  follow  removal  of  septic  tonsils  and 
adenoids,  but  the  almost  immediate  disappearance 
of  the  aversion  to  food  in  these  two  cases  with  very 
large  tonsils  suggests,  I  think,  that  the  refusal  of 
food  may  sometimes  be  due  in  some  way  to  the 
bulging  of  the  tonsils  into  the  fauces  rather  than  to 
any  septic  absorption. 

Added  to,  and  sometimes  apart  from,  these  causes, 
there  is  often  a  psychological  factor  in  refusal  to  take 
food.  Most  physicians  must  be  familiar  with  the  in¬ 
discreet  mother  who  begins  to  tell  him  before  her 
child  that  the  child  ‘won’t  eat  this5  and  ‘won’t 
touch  that’,  and  has  such  a  poor  appetite.  If  he  is 
a  wise  man  he  turns  the  child  out  of  the  room  before 
the  mother  begins  her  tale.  A  little  girl,  aged  6  years, 
whose  mother  started  to  describe  the  deficiencies  of 
her  child’s  appetite  before  I  could  get  the  child  into 
another  room,  interrupted  with  obvious  pride,  ‘I 
don’t  eat  anything,  do  I,  Mummy  ?  ’ 

An  atmosphere  of  household  anxiety  at  each  meal, 
as  to  whether  the  child  will  eat  it  or  not,  is  the  worst 
possible  environment  for  the  child  with  a  poor  appe¬ 
tite.  Even  when  there  are  other  obvious  causes  for 
failure  of  appetite  the  refusal  of  food  is  only  likely  to 
be  made  worse  by  such  overt  anxiety.  The  child  is 
quick  to  appreciate  that  if  the  smallness  of  the 
quantity  he  eats  does  not  exactly  bring  him  into  the 

F 
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limelight,  it  at  least  secures  him  a  flattering  amount  of 

attention.  It  is  a  bad  state  of  affairs  when  a  child  is 

being  induced,  at  the  age  of  4  years,  to  take  food  by 

being  fed  with  a  spoon,  and  perhaps  worse  still  when, 

as  happened  in  another  of  my  cases,  the  inducement 

was  payment  in  cash  for  every  slice  of  bread  and 

butter  eaten.  I  can  imagine  such  a  regime  leading 

on  to  the  threat  held  over  his  mother’s  head  bv 

«✓ 

another  of  the  children  brought  to  me,  that  if  he  did 
not  have  his  own  way  in  something  he  wanted  to  do,  he 
would  not  eat  his  dinner — a  miniature  hunger-striker. 

I  have  implied  that  unwillingness  to  take  food  is 
not  necessarily  due  altogether  to  deficiency  of  appe¬ 
tite.  Entourage  has  much  to  do  with  some  of  the 
apparent  failures  of  appetite.  In  illness,  as  every 
doctor  knows,  a  child  will  often  take  food  quite  well 
from  a  strange  nurse  when  he  has  refused  it  persis¬ 
tently  from  his  mother  or  'Nannie’.  In  health  also 
the  same  thing  happens.  I  have  a  note  of  a  girl 
3  years  old  whose  lack  of  appetite  I  had  failed  to 
alter  by  any  treatment,  but  a  change  of  nurse  was 
immediately  successful ;  under  her  influence  she  took 
food  well.  In  another  case  the  mother  herself  re¬ 
marked  that  her  only  child,  who  was  such  a  poor 
feeder  at  home,  ate  quite  well  when  with  other  chil¬ 
dren.  How  often  caprice  of  appetite  disappears  when 
the  child  who  would  not  eat  this  and  that  at  home 
goes  to  boarding-school  where  he  is  one  of  a  crowd, 
and  being  at  Rome  does  as  Rome  does !  His  mother 
thinks  it  almost  incredible  when  she  hears  that  he 
eats  unquestioningly  milk-puddings  and  'things 
which  he  would  not  touch’  at  home. 
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I  have  once  or  twice  known  girls  in  the  sensitive 
self-conscions  stage  of  adolescence  to  reduce  their 
food  to  a  harmful  extent  for  fear  of  becoming  fat. 
I  do  not  suppose  that  such  heroic  measures  usually 
persist  very  long,  but  if  they  are  sufficient  to  affect 
the  weight  they  are  certainly  not  good  for  the  health, 
particularly  at  that  age  of  rapid  development  when 
liberal  nourishment  is  specially  needed.  A  girl,  aged 
15  years,  was  brought  to  me  for  refusing  to  take 
sufficient  food.  Nine  months  previously  her  weight 
had  been  9  st.  12  lb.  and  she  had  been  laughed  at 
by  other  children  at  school  for  being  fat.  She  then 
began  to  avoid  eating  anything  more  than  the  small¬ 
est  amount,  and  had  concealed  her  food  and  pretended 
that  she  had  eaten  it.  She  had  lost  3  st  4  lb.  in  the 
nine  months  and  now  looked  wasted  and  her  face 
was  drawn  and  old-looking. 

Such  determined  ‘slimming’  is  very  exceptional 
and  can  barely,  if  at  all,  be  distinguished  from  ‘  anor¬ 
exia  nervosa’  which  is,  in  my  experience,  very  rare 
up  to  the  end  of  the  school  age.  By  the  term  ‘  anorexia 
nervosa’  I  mean  the  grave  psycho -neurosis  in  which 
refusal  of  food  results  in  progressive  starvation,  as 
first  described  by  Sir  William  Gull1  in  1873.  He  gave 
details  of  three  cases,  though  he  implied  that  he  had 
seen  several  others.  The  youngest  of  those  he  de¬ 
scribed  was  aged  15  years  8  months. 

I  have  had  under  my  observation  three  cases,  all 
girls,  the  youngest  aged  12  years,  the  others  both 
13 \  years  old. 

I  will  venture  to  draw  a  composite  picture  from 
1  Clin.  Soc.  Trans.,  vol.  vii,  p.  22. 
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these  few  cases.  The  girl  has  had  no  appetite  for 
some  months,  complains  of  feeling  full  or  of  abdominal 
pains  after  eating  the  smallest  amount  of  food,  and 
has  eaten  so  little  food  for  several  weeks  that  she 
has  become  emaciated  and  feeble.  The  extremities 
are  cold,  and  in  one  case  I  noted  that  even  the 
tongue  was  cold  to  my  touch,  the  skin  is  dry  and 
harsh,  the  voice  has  become  weak  and  monotonous, 
all  movements  are  curiously  slow.  I  have  noted  also 
a  cadaveric  odour  of  the  body  in  these  cases.  The 
abdomen  is  almost  scaphoid  in  its  emptiness,  the 
bowels  are  constipated,  and  if  the  girl  has  begun  her 
periods  these  have  stopped.  The  sunken  cheeks  and 
hollow  eyes  give  the  child  an  appearance  of  being 
much  older  than  her  years.  In  one  case  at  13 \  years 
when  the  weight  should  have  been  about  6  st.  4  lb. 
it  was  barely  4  st. ;  the  other  girl  of  the  same  age 
had  been  6  st.  7  lb.  a  year  ago  but  was  now  only  a 
few  ounces  over  4  st. ;  the  girl  of  12  years  had  lost 
just  over  15  lb.  since  her  last  recorded  weight  eight 
months  previously. 

The  one  item  of  vital  importance  in  the  treatment 
of  this  anorexia  nervosa  is  to  get  the  child  away  from 
the  home  environment.  I  say  ‘vital  importance’ 
deliberately,  for  cases  have  been  reported  in  which 
death  resulted  from  this  self-starvation.  The  child 
must  be  taken  away  from  her  relatives,  and  put  into 
a  hospital  or  nursing-home. 

In  one  of  these  cases  the  mother  refused  to  take 
my  advice  and  thought  it  would  do  just  as  well  to 
take  the  child  away  with  her  to  the  sea-side:  the 
result  was  continuance  of  the  self-starvation  and 
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emaciation  until  the  child’s  life  was  so  evidently  in 
danger  that  the  mother  was  at  last  persuaded  to  put 
the  child  into  a  nursing-home,  where,  as  usual  in 
these  cases,  the  girl  began  to  take  food,  gained  weight, 
and  made  a  good  recovery. 

Enough  has  been  said  to  show  that  the  treatment 
of  lack  of  appetite  requires  a  painstaking  review  of 
all  the  circumstances  of  the  individual  child  and  that 
there  is  no  specific  remedy  applicable  to  all  cases 
alike.  A  mother  not  unnaturally  thinks  that  if  her 
child  is  losing  weight  because  he  will  not  take 
sufficient  food,  the  best  way  to  combat  the  loss  of 
weight  is  to  give  extra  fat  in  the  diet.  As  a  matter  of 
fact  she  could  hardly  do  worse;  fats  of  any  sort, 
whether  in  the  form  of  medicines,  cod-liver  oil  and 
the  like,  or  of  cream,  or  of  rich  milk  are  particularly  to 
be  avoided  for  the  child  with  c  no  appetite  ’ ;  they  tend 
to  aggravate  the  trouble,  perhaps  by  delaying  the 
passage  of  food  out  of  the  stomach.  Malt  extract 
(without  oil)  on  the  contrary  is  usually  helpful,  it  is 
not  only  ‘  feeding 5  but  assists  digestion  by  its  diastasic 
property  and  so  promotes  appetite,  which  may  also 
be  favoured  by  the  trace  of  phosphate  in  it. 

Phosphoric  acid  and  phosphates  have  a  very 
definite  stimulating  effect  on  appetite.  A  prescrip¬ 
tion  which  I  have  often  found  useful  for  children  with 
poor  appetite  is  R  Tinct.  Nucis  Vom.  iifi-iss,  Acid. 
Phosph.  Dil.  npiss— iii.  Glycerin.  Pepsin,  nfxv-xx, 
Spirit.  Chloroform,  H]i-ii,  Aq.  Anethi  ad  3i~3ii 
ter  die,  post  cib.,  the  doses  of  the  various  ingredients 
according  to  age.  But  other  preparations  of  phos¬ 
phate,  such  as  the  time-honoured  ‘Parrish’s  Food’, 


70  COMMON  HAPPENINGS  IN  CHILDHOOD 


or  one  of  the  various  forms  of  glycerophosphate  may 
be  effective.  Sometimes  a  rhubarb  and  soda  mix¬ 
ture,  with  addition  perhaps  of  liquid  taka-diastase 
given  for  a  week  or  two,  stirs  up  the  appetite. 

Largeness  of  appetite 

In  infancy  I  think  that  an  abnormal  craving  for 
food  is  sometimes  a  symptom  of  indigestion,  and  the 
more  the  child  is  given  the  more  he  cries  for  food.  It 
seems  likely  also  that  distension  of  the  stomach  by 
overfeeding  may  create  an  habitual  demand  for  large 
feeds.  It  is  now  the  custom  to  lengthen  intervals  of 
feeding  and  give  much  larger  quantities  of  artificial 
feeds  than  were  given  years  ago  when  the  intervals 
were  less.  It  is  evident  that,  within  limits,  the  in¬ 
fantile  stomach  can  accommodate  itself  to  habitually 
large  feeds  even  though  beyond  those  limits  there  is 
likely  to  result  a  chronic  gastric  catarrh  with  wasting 
and  all  the  usual  accompaniments  of  indigestion, 

I  have  thought  that  in  older  children  greediness 
and  frequent  taking  of  excessive  quantities  of  food 
may  have  produced  the  same  result,  an  habitual 
craving  for  large  meals,  but  I  doubt  whether  this 
should  be  considered  a  healthy  appetite.  Erasmus 
Darwin  mentions  an  interesting  observation  in  this 
connexion. 

‘Those  who  have  been  accustomed  to  distend  their 
stomach  by  large  quantities  of  animal  and  vegetable 
food  and  much  potation  find  a  want  of  distension  when 
the  stomach  is  empty  which  occasions  faintness  and  is 
mistaken  for  hunger,  but  which  does  not  appear  to  be 
the  same  sensation.  I  am  well  informed  that  a  woman 
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near  Lichfield  who  eat  much  animal  and  vegetable  food 
for  a  wager  affirmed  that  since  distending  her  stomach 
so  much  she  had  never  felt  herself  satisfied  with  food, 
and  had  in  general  taken  twice  as  much  at  a  meal  as  she 
had  been  accustomed  to  before  she  eat  so  much  for  a 
wager.1 

One  might  have  thought  that  a  large  appetite  and 
fatness  of  body  would  usually  go  together.  The 
inordinately  fat  child,  however,  is  sometimes  quite 
a  small  eater.  I  have  seen  a  large  number  of  children 
for  obesity  of  all  degrees,  and  have  been  struck  by 
the  frequent  absence  of  any  correspondence  between 
the  large  bulk  of  the  child  and  the  size  of  his  appe¬ 
tite;  for  instance,  a  boy  aged  13f  years,  weighing 
close  on  13  stone,  had  an  appetite  that  was  by  no 
means  large,  and  in  some  similar  cases  the  appetite 
was  rather  below  the  normal,  only  occasionally  has 
the  abnormally  fat  child  shown  a  particularly  large 
appetite.  In  this  respect  I  think  the  mere  deposit 
of  fat  shows  a  difference  from  muscle  and  bone 
development,  the  rapidly  growing  child  often  has  a 
large  appetite — Nature’s  way  of  ensuring  a  sufficient 
supply  of  building  material. 

An  appetite  which  is  morbid  in  its  excess  is,  I 
think,  not  a  very  common  thing,  if  one  may  dis¬ 
tinguish  this  from  mere  gluttony  upon  special  tempta¬ 
tion.  It  is  common  enough  to  see  children  at  an 
attractive  table  gorge  themselves  until  they  are  in 
actual  distress,  but  this  is  not  fulfilling  the  needs  of 
a  large  appetite,  it  is  uncontrolled  gratification  of  the 


1  Erasmus  Darwin,  Zoonomia,  vol.  ii,  1st  edit.  1796. 
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senses  after  the  healthy  desire  for  food  has  been 
satisfied. 

Appetite,  as  has  been  pointed  out  already,  varies 
not  only  in  different  children  but  also  in  the  same 
child  at  different  times  within  the  normal  variation 
of  that  particular  child.  Change  of  air,  especially  to 
a  bracing  climate,  difference  of  environment,  change 
of  food,  any  of  these  may  raise  the  appetite  to  the 
top  level  of  its  normal  variation.  But  sometimes 
increase  of  appetite  has  a  morbid  significance.  In 
taking  the  histories  of  cases  of  ‘cyclic  vomiting’  I 
have  many  times  been  told  by  the  parents  that  they 
could  tell,  by  the  child’s  increase  of  appetite  for  about 
forty -eight  hours  before  the  cyclic  vomiting  began, 
that  an  attack  was  imminent.  I  do  not  think  the 
increase  of  appetite  was  the  cause  of  the  attack  in 
these  cases,  for  it  is  not  a  constant  feature ;  it  seems 
rather  to  be  one  expression  of  the  faulty  chemistry 
which  leads  up  to  cyclic  vomiting. 

There  is  a  popular  idea  that  intestinal  worms, 
particularly  roundworms,  give  rise  to  a  voracious 
appetite.  In  the  older  writers  some  support  was 
given  to  this  idea.  Nicholas  Andry,  for  instance, 
whose  treatise  on  worms  (1700)  gained  him  the  nick¬ 
name  of  homo  vermiculosus,  ‘the  wormy  man’,  men¬ 
tions  amongst  ‘  the  disorders  occasioned  by  the  round 
and  long  worms’  (by  which  description  he  distin¬ 
guishes  Ascaris  Lumbricoides  from  threadworms)  ‘a 
loathing  of  food  or  sometimes  on  the  contrary  a 
greedy  appetite’,  and  Michael  Lhiderwood  in  1784 
says  that  a  symptom  of  worms  is  ‘a  very  irregular 
appetite,  always  in  extremes,  whether  of  hunger  or 
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loathing’.  I  have  looked  through  notes  of  a  large 
number  of  children  brought  to  me  for  worms  of 
various  kinds,  and  I  cannot  find  a  single  case  in  which 
excess  of  appetite  was  mentioned,  whereas  in  many 
it  was  stated  that  the  child’s  appetite  was  poor. 

I  have  seen  excessive  thirst  associated  with  the 
presence  of  roundworms  and  stopped  by  their  ex¬ 
pulsion,  so  that  it  seems  probable  that  excessive 
desire  for  food  may  sometimes  be  due  to  worms, 
though  I  am  not  able  to  affirm  it  from  my  own 
observations.  The  association  of  excessive  craving 
for  food  with  excessive  thirst  is  sometimes  seen  in 
children  with  diabetes,  but  the  thirst  is  the  more 
constant  and  prominent  symptom. 

A  sensation  of  hunger  would  seem  to  be  one  of  the 
many  forms  of  aura  in  epilepsy.  I  had  under  my  care 
a  boy  aged  9  years,  who  for  three  years  had  been 
subject,  two  or  three  times  daily,  to  an  attack  in 
which  he  seemed  to  ‘feel  faint’,  sat  down,  turned 
his  head  toward  one  side,  and  said,  'I  am  hungry’. 
The  attack  apparently  lasted  only  some  seconds.  It 
was  evidently  an  attack  of  masked  epilepsy;  the 
attacks  were  greatly  diminished  if  not  abolished  by 
bromides. 

Perhaps  it  was  the  same  sensation  of  hunger, 
a  sinking  feeling  in  the  pit  of  the  stomach,  which 
another  boy,  aged  about  11  years,  described  as  ‘a  hole 
in  the  tummy  ’.  He  had  had  attacks  for  the  previous 
five  years  about  once  a  week  in  which  he  turned 
pale,  his  pupils  dilated,  he  looked  frightened  but  was 
quite  silent,  making  swallowing  movements  and 
seeming  dazed  as  the  attack,  after  a  few  moments, 
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passed  off.  The  boy  said  that  during  the  attack  he 
had  ‘a  funny  feeling  in  the  pit  of  his  stomach’,  the 
‘hole  in  the  tummy’  as  he  called  it.  Later  he  had  a 
frank  attack  of  epilepsy. 

Perverted  appetite 

The  craving  to  eat  strange  things  has  been  recog¬ 
nized  as  one  of  the  nervous  phenomena  of  pregnancy 
almost  from  time  immemorial.  Hippocrates1  alludes 
to  it  as  if  it  were  too  well  known  to  need  any  descrip¬ 
tions,  and  in  Galen2  it  has  already  acquired  the  name, 
which,  in  its  Latin  equivalent  ‘pica’,  we  still  use, 
though  whether  the  word  refers  to  the  jay  or  the 
magpie  remains  uncertain ;  clearly  the  bird  intended 
was  regarded  as  a  feeder  on  things  which  other  birds 
would  not  be  expected  to  eat.  The  occurrence  of 
pica  in  childhood  is  of  much  more  modern  recog¬ 
nition,  and  does  not  figure  in  text-books  of  diseases 
of  children  before  the  sixties  of  the  nineteenth  cen¬ 
tury.  Stray  cases,  however,  have  been  recorded. 
One  deserves  mention  if  only  because  it  is  reported 
under  the  term  which  Galen  had  used,  viz.  ‘citta’. 
It  was  an  observation  by  Erasmus  Darwin,  grand¬ 
father  of  the  author  of  The  Origin  of  Species.  He 
says  in  his  Zoonomia  in  1801 : 

‘Citta.  A  desire  to  swallow  indigestible  substances. 
I  once  saw  a  young  lady,  about  ten  years  of  age,  who 
filled  her  stomach  with  the  earth  out  of  a  flower-pot  and 

1  Hippocrates,  Iwai/ceiW  npooTov,  sect.  34,  Littre’s  edit. 

2  Galen,  "Opoi  iarpiKoi,  vol.  xix,  Kuhn’s  edit.  Med.  Graec.  Opera. 
In  this  passage  Galen,  after  mentioning  the  disorder  as  kLttt)cfis 
refers  to  it  a  little  later  as  kltttj  ;  as  we  might  say  ‘  picism  ’  and 
‘pica’. 
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vomited  it  up  with  small  stones,  bits  of  wood,  and  wings 
of  insects  amongst  it.  She  had  the  bombycinous  com¬ 
plexion  and  looked  like  a  chlorotic  patient,  though  so 
young:  this  generally  proceeds  from  an  acid  in  the 
stomach.’1 

An  article  by  the  late  Dr.  John  Thomson2  of  Edin¬ 
burgh  in  1895  drew  more  general  attention  to  it:  he 
described  eleven  cases  in  which  this  perversion  of 
appetite  first  showed  itself  in  children  between  the 
ages  of  4  months  and  4  years.  The  swallowing  of 
strange  things  by  an  infant  only  a  few  months  old 
can  hardly  be  taken  as  evidence  of  perverted  appetite 
unless  the  desire  to  eat  such  things  persists  as  the 
child  grows  beyond  that  age  (as  happened  in  Thom¬ 
son’s  case  beginning  at  4  months,  and  in  one  of  my 
own  beginning  at  8  months  where  craving  for  mud, 
paint,  and  stones  persisted  until  the  child  was  2j42 
years  old). 

Any  infant  at  6  or  8  months  of  age  likes  to  test  the 
edibility  of  anything  it  can  get  into  its  hands,  but 
this  is  not  pica  and  has  nothing  to  do  with  appetite, 
it  only  means  that  the  infant  has  not  yet  learnt 
what  is  good  to  eat  and  what  is  not.  The  infant  at 
that  age  is  much  in  the  same  position  as  the  mentally 
defective  child,  who  for  a  different  and  more  endur¬ 
ing  reason  lacks  that  discernment  and  eats  things 
unfit  to  eat.  Dr.  Thomson  (loc.  cit.)  quotes  some 
figures  from  the  Larbert  asylum  to  the  effect  that 
about  15  per  cent,  of  imbeciles  will  eat  dirt  and  other 
unsuitable  things  if  allowed. 

1  Erasmus  Darwin,  Zoonomia,  3rd  edit.,  1801,  vol.  ii,  p.  116. 

2  Edinburgh  Hospital  Reports. 
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I  have  excluded  all  such  cases  from  a  series  of 
thirty  children  suffering  from  pica.  Fifteen  were 
boys,  fifteen  girls.  In  fourteen  cases  the  age  at  onset 
was  recorded:  in  eleven  it  was  between  the  ages  of 
1  and  2  years,  in  one  (mentioned  above)  it  was  at 
8  months,  in  one  at  3J  years,  and  in  one  at  8  years. 
The  ages  of  the  children,  when  under  treatment  for 
pica,  is  shown  in  the  following  table. 


Y ears  of  age 

1-2 

2-3 

3-4 

4-5 

5-6 

6-7 

7-8 

8-9 

No.  of  cases 

9 

9 

5 

3 

1 

0 

2 

1 

Some  children,  but  these  are  the  exceptions  (only 
four  out  of  the  thirty  cases),  have  a  craving  for  one 
particular  strange  substance,  be  it  earth  or  plaster 
or  coal,  three  common  objects  of  desire  in  these  cases. 
Others  are  more  catholic  in  their  perversion,  and  eat, 
as  occasion  offers,  hair,  soap,  candles,  furniture- 
paste,  sand,  egg-shells,  potato  peelings,  burnt  wood, 
faeces,  linen,  wool,  boot -blacking,  tops  of  matches, 
paper.  All  these  had  been  eaten  by  one  or  other  of 
the  children  under  my  observation,  the  favourite 
substances  in  order  of  frequency  were  earth  or  mud 
(15),  coals  or  cinders  (10),  linen  or  wool  (10),  plaster 
or  mortar  picked  off  a  wall  (9).  Perhaps  from  its 
resemblance  to  plaster,  the  composition  used  for 
dolls’  faces  or  limbs  is  also  a  favourite ;  a  girl  aged 
4J  years  had  eaten  the  faces  of  five  dolls  in  two 
months,  this  child,  in  addition  to  sand  and  mortar, 
had  eaten  part  of  her  pinafore,  and  taken  to  see  a 
doctor,  she  was  found  eating  the  paper  in  his  waiting- 
room. 
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There  can  be  no  doubt  that,  in  some  at  least  of 
these  cases  of  perverted  appetite,  there  is  a  very 
urgent  craving  for  these  strange  things.  A  girl  of 
2  years  and  2  months,  who  since  the  age  of  18  months 
had  eaten  earth  and  picked  mud  off  the  soles  of 
boots  to  eat  it  and  was  particularly  fond  of  coals, 
cried,  as  another  child  might  cry  for  sweets,  when 
not  allowed  to  eat  coal.  Another  girl  of  2  years  and 
1 1  months  who  would  pick  mortar  from  the  window- 
ledge  or  wall  to  eat  it,  and  had  eaten  the  legs  and 
arms  of  her  dolls  so  persistently,  when  they  were  of 
4  composition 5  material,  that  it  was  necessary  to  give 
her  only  dolls  with  china  limbs,  had  such  a  craving 
to  eat  earth  that,  when  kept  in  her  pram  to  prevent 
the  indulgence  of  her  perverted  appetite,  she  would 
pick  the  mud  off  the  wheels  of  the  pram  to  eat. 
Her  mother,  who  brought  her,  said  that  she  herself 
as  a  girl  had  a  craving  to  eat  blotting-paper  and 
linen,  and  the  craving  was  so  strong  that  she  would 
get  out  of  bed  at  night  to  satisfy  it  by  eating  a  towel. 

The  urge  does  not  seem  to  be  merely  a  momentary 
impulse,  for  one  of  the  children  in  my  series  would 
not  only  eat  earth  when  in  the  garden,  but  would 
store  some  in  his  pocket  for  future  consumption. 

The  one  aetiological  factor  which  seems  to  be  com¬ 
mon  to  nearly  all,  perhaps  all,  these  cases  is  digestive 
disturbance.  It  would  be  easy  to  question  this,  and 
to  suggest  that  the  disturbance  was  the  result  rather 
than  the  cause  of  the  perverted  appetite,  but  the 
beginning  of  pica  after  some  obvious  digestive  dis¬ 
turbance  in  several  cases,  and  the  effect  of  treatment 
directed  towards  improving  digestion  in  diminishing 
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or  stopping  the  pica  has  been  so  noticeable  in  some 
of  my  cases  that  I  have  no  doubt  of  the  causal 
relation,  although  naturally  the  indigestibles  eaten 
will  aggravate  digestive  disorder. 

In  two  of  the  thirty  cases  threadworms  were  found 
to  be  present.  It  is  conceivable  that  the  irritation  of 
intestinal  worms  of  any  sort  might  give  rise  to  the 
eating  of  indigestible  substances.  A  case  recorded 
by  the  late  Dr.  Clement  Dukes  in  1884  strongly 
supports  this  view.  A  girl,  aged  5  years,  a  week  after 
passing  roundworms  per  rectum  and  also  vomiting 
them,  began  to  eat  earth,  sand,  and  mortar.  The 
pica  continued  for  two  years  during  which  she  voided 
about  100  roundworms;  after  these  had  finally  been 
ejected  the  pica  quickly  ceased. 

On  the  whole  it  was  remarkable  how  little  seri¬ 
ous  mischief  resulted  from  eating  such  indigestible 
material.  The  various  substances  duly  appeared  in 
the  stools,  only  one  child  vomited  some  of  the  earth 
she  had  swallowed.  There  was  evidence  of  intestinal 
irritation  in  several  cases,  one  passed  some  blood, 
several  passed  slimy  stools  or  much  mucus,  and 
often  the  stools  were  said  to  be  particularly  offensive. 
Complaint  of  abdominal  pains  occurred,  but  was 
curiously  infrequent. 

The  most  constant  effect  was  impairment  of  general 
nutrition,  the  child  was  getting  thin  and  was  pale. 
I  have  not  been  able  to  satisfy  myself  that  there  is 
any  facies  peculiar  to  this  disorder.  Thomson  (loc.  cit . ) 
says  these  children  ‘  usually  have  a  peculiar  look  about 
the  face.  Their  complexion  has  not  the  rosy  tint  of 
healthy  childhood,  it  lacks  clearness  and  is  dull  and 
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unhealthy  looking.  They  are  hollow-eyed,  often  with 
a  hungry  and  unhappy  look.’ 

In  almost  every  case  I  have  noted  that  the  appe¬ 
tite  was  very  poor  for  normal  food.  I  have  also 
noticed  that  in  a  large  proportion  of  the  cases  the 
abdomen  was  distended,  not  extremely  but  with 
the  tumidity  of  intestinal  indigestion ;  the  size  of 
the  abdomen  was  perhaps  emphasized  by  the  poor 
general  nutrition  of  the  child. 

Nervous  symptoms  were  associated  with  the 
perversion  of  appetite  in  many  cases,  especially 
irritability,  passionateness,  disturbances  of  sleep, 
sleep-talking,  night-terrors,  and,  in  two  cases,  som¬ 
nambulism.  The  after-history  of  some,  long  after  the 
disappearance  of  the  pica,  showed  that  they  were 
children  of  nervous  excitable  type.  In  one  case  an  un¬ 
toward  effect  was  produced  when  a  girl,  aged  6  years, 
consumed  a  quantity  of  furniture-polish :  presumably 
it  contained  some  spirit,  for  the  child  was  intoxicated, 
her  speech  was  blurred,  she  staggered  and  rolled  on 
the  floor,  and  said  to  her  nurse :  'You  do  look  funny ; 
you  make  me  laugh.’  The  adventure  had  no  worse 
result.  Her  craving  extended  also  to  boot-blacking 
and  boot-polish,  but  for  normal  food  she  had  a  poor 
appetite. 

Of  my  thirty  cases  in  which  the  perversion  of  appe¬ 
tite  and  eating  of  strange  substances  had  lasted  for 
periods  varying  from  a  few  weeks  up  to  eighteen 
months,  not  one  showed  any  symptom  suggesting 
that  life  was  endangered. 

The  younger  cases  are,  perhaps,  more  readily  amen¬ 
able  to  treatment  than  the  older  ones.  In  some  the 
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abnormal  cravings  pass  off  without  any  treatment: 
in  others,  apart  from  preventing  the  child  from  access 
to  the  indigestible  substances  which  he  craves,  the 
treatment  needed  is  improvement  of  the  digestion 
by  giving  some  preparation  of  pepsin  or  papain  or 
taka-diastase,  and  promotion  both  of  nutrition  and 
digestion  by  malt  extract  (without  oil).  If  practic¬ 
able,  a  change  of  environment,  especially  to  a  bracing 
climate,  is  a  help  ;  in  one  of  my  cases  it  was  followed 
almost  directly  by  cessation  of  the  dirt-eating.  Con¬ 
stipation  or  worms  may  also  need  treatment. 


VI 

OF  FEARS  AND  ANTIPATHIES 


FEAR  is  presumably  one  of  the  primal  instincts ; 

it  is  protective,  it  tends  to  the  preservation  of 
the  race,  whether  of  man  or  beast.  Fear  is  the  in¬ 
stinct  which  is  aroused  by  the  presence,  real  or 
imaginary,  of  danger,  and  it  excites  action,  whether 
reflex  or  voluntary,  for  the  avoidance  of  that  danger. 

One  would  expect,  therefore,  that  the  age  at 
which  it  first  appears  would  correspond  with  the 
age  at  which  self-protection  is  first  felt  as  a  need, 
and  in  the  human,  at  any  rate,  this  would  corre¬ 
spond  more  or  less  closely  with  the  age  at  which  the 
infant  begins  to  be  conscious  of  its  ego,  as  apart  from 
its  mother  or  nurse,  and  begins  to  observe  and  act 
for  itself. 

The  age  at  which  this  occurs  varies  in  different 
children.  Probably  it  would  be  safe  to  say  that  in 
most  normal  children  the  first  manifestation  of  fear 
does  not  occur  before  the  age  of  about  4  months.  It 
is  not  a  point  which  is  easy  to  settle,  for  the  mani¬ 
festations  which  might  indicate  fear  in  an  infant, 
turning  the  head  away,  clinging  to  mother  or  nurse 
and  crying,  might  indicate  only  dislike,  and  the 
meaning  of  a  sudden  start  is  not  so  obvious  as  it 
might  appear.  Most  infants  at  3  or  4  weeks  old  will 
start  at  any  sudden  loud  sound:  but  is  the  reflex 
excited  by  surprise  necessarily  an  indication  of  fear  ? 
In  an  older  child  the  cry  of  fear  is  more  distinguish¬ 
able  from  the  cry  of  dislike  and  the  facial  phenomena 
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of  fear  have  already  become  distinctive,  but  in  the 
first  three  or  four  months  of  life  evidence  of  fear  is 
much  more  conjectural. 

At  the  age  of  6  months  a  continuous  loud  sound 
may  make  an  infant  cry.  I  have  noticed  infants  look 
distressed  and  then  begin  to  cry  when  a  person  talked 
to  them,  or  near  them,  with  a  loud  harsh  voice :  the 
crying  may  have  indicated  fright,  but  it  might 
equally  well  have  meant  only  dislike.  Some  authori¬ 
ties,  notably  Stanley  Hall,  Sully,  and  Herbert  Spencer, 
have  regarded  sounds,  especially  loud  sounds,  as  the 
most  potent  cause  of  fear  in  infants.  W.  Stern1  states 
that  two  of  his  children,  at  the  ages  of  2  months 
and  7  months,  respectively,  showed  a  '  fear -reaction  ’ 
to  long  drawn-out  notes  whether  these  were  sounded 
as  a  single  event  or  'at  the  end  of  a  tune  to  which 
they  had  listened  with  very  great  pleasure’. 

Meyer  in  his  book  on  The  Child  in  the  First  Year 
of  Life,  says  that  '  a  child  who  has  not  been  taught 
it,  knows  no  fear  ’.2  I  doubt  if  this  is  correct;  it  seems 
to  me  more  likely  that  the  fear-instinct  is  inherited, 
but  that  particular  fears  may  be  acquired  by  'ex¬ 
perience’,  whether  of  fact  or  of  images  presented  in 
various  ways  to  the  mind.  The  child  gradually 
accumulates  experience  so  that  fear  becomes  more 
and  more  related  to  known  effects,  i.e.  to  the  possible 
dangers  to  be  apprehended  from  particular  situations 
and  objects,  in  homely  phrase,  'the  burnt  child  fears 
the  fire’,  and — a  most  important  practical  point — 
this  'experience’  is  gained  not  only  from  the  w^orld 

1  Psychology  of  Early  Childhood,  p.  131. 

2  ‘Ein  Kind  dem  sie  nicht  anerzogen  ist,  kennt  keine  Furcht.  ’ 
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of  fact  but  also  from  images  presented  to  the  mind 
in  pictures,  plays,  games,  stories,  and  conversation, 
and  not  least  from  fear-behaviour  or  expectation  of 
danger  in  those  around  them. 

Children  differ  in  the  facility  with  which  they 
reproduce  in  their  mind  these  fear-producing  images 
and  others  arising  out  of  them  ;  in  other  words,  chil¬ 
dren  differ  in  their  power  of  imagination ;  in  a 
general  way,  the  more  imaginative  the  child  the 
more  liable  it  is  to  fear. 

Fear  is  not  dependent  upon  a  high  degree  of  in¬ 
telligence.  Timidity  more  than  that  of  the  average 
normal  child  is,  for  instance,  a  notable  trait  of 
the  Mongol  imbecile  in  childhood,  and  it  is  common 
also  in  other  forms  of  developmental  amentia 
where  the  mental  defect  is  not  so  profound  as  to 
render  impossible  the  concept  of  real  or  imaginary 
danger. 

At  first  it  is  the  strange  and  unfamiliar  which 
excite  fear.  This  is  sometimes  noticeable  with  regard 
to  dress ;  an  infant  will  shrink  away  and  cry  at  the 
sight  of  mother  or  nurse  wearing  some  unfamiliar  hat 
or  dress.  Other  observers  like  myself  have  noticed 
the  dread  which  is  sometimes  inspired  by  black 
clothing ;  the  mother  seen  for  the  first  time  in  deep 
mourning  may  create  terror  in  her  child.  If  fear  is 
excited  by  the  approach  of  some  one  who  wears  a 
moustache  it  usually  transpires  that  the  father, 
whose  face  is  familiar  to  the  infant,  is  clean-shaven ; 
so,  too,  if  the  wearer  of  glasses  excites  fear,  it  is  com¬ 
monly  the  case  that  the  parents  and  nurse  do  not 
wear  glasses. 
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I  have  been  more  impressed  with  the  effect  of 
unfamiliar  sights  than  of  unfamiliar  sounds  in  pro¬ 
ducing  fear  in  infancy. 

In  early  infancy  and  even  well  into  the  second 
year  the  crash  of  thunder  may  cause  no  alarm: 
Preyer  mentions  that  his  own  child  at  the  age  of 
19  months  laughed  at  it,  and  it  is  told  of  Sir  Walter 
Scott  that  in  his  very  early  childhood  during  a 
thunderstorm  he  was  found  lying  on  his  back  looking 
up  at  the  sky  and  shouting  ‘  Bonnie  ’  at  each  roar  of 
the  thunder.  On  the  other  hand,  many  older  children 
are  terrified  by  a  storm.  I  have  notes  of  a  boy,  aged 
5J  years,  who  was  said  to  have  screamed  with  terror 
for  half  an  hour  during  a  thunderstorm;  and  of 
another  child  who  sweated  and  trembled  with  fear 
during  a  thunderstorm,  and  was,  for  two  days  after 
it,  in  such  nervous  prostration  that  a  doctor  was 
called  to  advise. 

Fear  of  the  dark  is  one  of  the  commonest  fears  in 
childhood.  It  is  strange  how  late  in  life  this  may 
persist;  I  have  seen  children  of  14  and  15  years 
afraid  to  go  into  a  dark  room.  Suetonius  tells  us  that 
the  Emperor  Augustus  Caesar  was  so  timid  of  the 
dark  that  he  would  never  be  left  alone  in  a  dark 
room,  but  required  some  one  to  sit  with  him.  This 
particular  fear  can  hardly  be  innate,  for  most  in¬ 
fants  up  to  the  later  part  of  the  first  year  will  lie 
quite  happily  awake  in  the  dark  ;  it  is  only  when  the 
storage  of  fear-producing  images  begins  in  the  mind 
that  darkness  and  loneliness  begin  to  hold  terrors, 
half-felt,  half- visualized,  but  wholly  dreadful. 

I  suppose  that  darkness  and  silence  owe  their  fear- 
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producing  effect  to  the  loss  of  contact  with  those 
surroundings  whereby  we  constantly  and  almost  un¬ 
consciously  correct  our  fancies  in  daylight  and  in 
company.  How  quickly  a  familiar  voice  will  calm 
a  child’s  fears  in  the  dark!  And  indeed  so  will  any 
sound  which  has  association  with  kindly  day:  Gia¬ 
como  Leopardi  tells  in  one  of  his  tenderest  poems 
how  as  a  little  child  beset  with  constant  terror  in 
the  darkness  of  the  night,  as  he  lay  longing  for  the 
morning,  he  would  hear  the  familiar  sound  of  the 
town-clock  striking  the  hour,  and  was  comforted.1 

Doubtless  the  tangible  comfort  of  a  doll  or  a 
‘  teddy-bear  ’  beside  the  child  at  night  consists  largely 
in  the  reassurance  it  gives  that  the  familiar  realities 
are  still  within  reach,  that  awful  night  and  silence 
have  not  taken  away  the  well-known,  and  that  the 
friendly  environment  of  day-time,  if  invisible,  is  still 
at  hand. 

If  by  unwise  or  unfortunate  ‘experience’ — I  am 
using  the  word  in  the  wide  sense  explained  above — 
a  child  has  acquired  fear  of  the  dark  or,  indeed,  of  any 
other  surrounding,  be  it  silence,  or  darkness,  or  any 
particular  situation  or  object,  respect  for  its  fears, 
whether  by  providing  light,  or  by  the  avoidance  of 
whatever  object  or  situation  causes  the  terror,  is  not 
only  humane,  but  with  judicious  reassurance  and 

1  Viene  il  vento  recando  il  suon  dell’  ora 
Dalla  torre  del  borgo.  Era  conforto 
Questo  suon,  mi  rimembra,  alle  mie  notti 
Quando  fanciullo,  nella  buia  stanza 
Per  assidui  terrori  io  vigilava 
Sospirando  il  mattin. 


Le  Ricordanze. 
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explanation,  offers  the  best  hope  of  gradually  dis¬ 
pelling  the  fear  altogether.  Those  lines  by  Schiller  i1 

I  know  that  trembling  may  be  due  to  idle  fears, 

Imagining,  though  false,  brings  misery  none  less  real 

contain  a  truth  which  is  sometimes  forgotten  in  deal¬ 
ing  with  a  timid  child — to  its  great  hurt. 

To  some  extent  the  tendency  to  fear  would  seem  to 
be  related  to  the  physical  condition  of  the  child. 
Preyer  states  that  during  teething  sensitivity  to 
sounds  may  be  increased,  and  that  the  teething  infant 
is  specially  likely  to  start  and  to  cry  at  a  sudden 
loud  sound.  I  think  this  is  so  when,  as  happens  in 
some  infants  during  dentition,  the  general  nervous 
excitability  becomes  greatly  increased. 

That  variations  of  health  produce  variations  in  the 
tendency  to  fear  I  have  no  doubt.  I  have  had  many 
children  brought  to  me  with  the  complaint  that  un¬ 
like  their  previous  selves  they  had  recently  shown 
fears,  reasonable  or  unreasonable,  to  such  an  extent 
that  the  parents  themselves  had  suspected  that  the 
fears  were  in  some  way  related  to  disturbance  of 
health.  Inquiry  and  examination  have  often  con¬ 
firmed  this:  the  disturbance  has  usually  been  some 
slight  chronic  departure  from  normal  well-being 
rather  than  any  acute  illness,  though  occasionally 
excessive  timidity  has  seemed  to  be  a  sequel  of  some 
acute  specific  infection ;  I  have  notes  of  it  following 
influenza  and  also  measles.  As  with  other  nervous 
disturbances  in  childhood,  disordered  digestion,  chro¬ 
nic  constipation,  threadworms,  and  sometimes  the 

1  ‘Ich  weiss  dass  man  vor  leerer  Schrecken  zittert, 

Doch  wahres  Ungluck  bringt  der  falsche  Wahn’ 
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general  ill  health  due  to  unhealthy  tonsils  or  ade¬ 
noids,  are  common  associates  with  abnormal  fears  and 
timidity,  and  effective  treatment  of  these  disorders 
is  an  important  part  of  the  treatment  of  the  fears. 

Mere  association  does  not,  of  course,  prove  that 
phenomena  stand  in  the  relation  of  cause  and  effect, 
especially  when  the  phenomena  are  both  common, 
as  are  fears  and  threadworms  or  fears  and  chronic 
indigestion.  Nevertheless,  frequency  of  association 
suggests  the  possibility  of  a  causal  relation,  and  when 
removal  of  the  apparent  cause  is  followed  by  dis¬ 
appearance  of  the  supposed  effect,  the  relationship 
becomes  at  least  probable. 

I  have  seen  so  many  cases  in  which  intestinal 
disturbance,  dyspeptic  or  worm-begotten,  has  syn¬ 
chronized  with  the  onset  of  excessive  or  unnatural 
fears  that  without  being  able  to  produce  scientific 
proof  I  am  satisfied  in  my  own  mind  that  there  is 
probably  a  causal  relation. 

In  this  connexion  I  shall  mention  a  rare  disorder 
which  I  think  is  usually  related  to  intestinal  worry  of 
some  sort.  It  was  first  described  by  Henoch  some 
fifty  years  ago  under  the  name  of  Pavor  diurnus 
day-terror.  It  seems  to  be  very  rare.  I  recorded 
three  typical  instances  of  it  in  1900  and  since  then 
have  seen  only  one  more  case  which  could  be  assigned 
with  certainty  to  this  category.  The  symptoms  can 
be  gathered  from  two  of  these  cases : 

A  boy  about  6J  years  old  had  had  night-terrors  from 
the  age  of  2\  years  up  to  6  years,  when  they  ceased. 
Three  months  ago  he  awoke  one  night  at  11  p.m.  and 
although  he  was  fully  awake  he  seemed  terrified,  clutched 
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at  his  mother,  and  said  he  was  afraid  of  the  trains  (which 
ran  near  the  house  but  of  which  he  had  never  shown  the 
least  fear  before).  The  same  thing  happened  on  several 
nights  subsequently  about  the  same  time,  and  the  child 
was  wide  awake  on  each  occasion.  Two  months  ago,  after 
having  one  of  these  attacks  on  the  previous  night,  he 
began  screaming  in  fright  one  morning  at  8  a.m.  but  with¬ 
out  knowing  why:  this  was  repeated  several  times  that 
day.  After  this  he  had  many  similar  attacks  both  day 
and  night.  They  occurred  at  any  time  of  day.  Often  the 
boy  would  stop  in  the  midst  of  his  play,  look  terrified, 
and  rush,  screaming,  to  his  mother.  Sometimes  he  says 
he  hears  some  sound  which  frightens  him ;  sometimes  he 
hears  an  imaginary  person  coming  up  the  stairs  whom, 
however,  he  is  unable  to  describe;  and  sometimes  he 
cannot  explain  why  he  is  frightened.  During  these 
attacks  he  recognizes  people  about  him.  His  face  does 
not  change  colour  during  the  attack.  The  whole  duration 
of  the  terror  is  not  more  than  half  a  minute.  The  boy 
is  said  to  be  a  ‘terribly  excitable’  child;  he  is  bright 
and  intelligent,  talks  in  an  eager  excited  way  about  his 
toys  and  games,  and  is  obviously  a  child  of  very  nervous 
temperament.  He  has  had  no  illness  except  measles  and 
the  night-terrors  mentioned  above. 

A  girl  from  the  age  of  22  months  was  subject  to 
attacks  of  sudden  terror  without  apparent  cause  during 
the  day-time.  In  the  midst  of  quiet  play  she  would  sud¬ 
denly  begin  to  scream  and  look  terrified  with  an  ‘un¬ 
natural  look’  in  her  eyes.  The  screaming  and  terror 
lasted  any  time  up  to  five  minutes.  These  attacks  ceased 
when  the  child  was  2£  years  old.  She  was  a  bright,  talka¬ 
tive  child  evidently  of  nervous  temperament. 

My  other  two  cases  were  aged,  respectively,  3  years 
and  3f  years,  when  the  day-terrors  began ;  both  had 
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had  night -terrors,  and  in  both  there  was  evidence  of 
intestinal  irritation ;  in  one  there  were  threadworms : 
the  attacks  in  these  cases  lasted  in  the  one,  two  to 
three  minutes,  in  the  other  sometimes  as  long  as 
fifteen  minutes.  The  period  during  which  the  attacks 
recurred  varied  from  six  weeks  up  to  nine  months, 
but  in  all  cases  they  either  passed  off  spontaneously 
or  were  stopped  by  very  simple  treatment  directed 
towards  the  bowel  trouble,  combined  with  some 
sedative  such  as  bromide  or  phenazone. 

There  are  two  disorders  which  are  sometimes  char¬ 
acterized  by  sudden  onset  of  terror  and  screaming, 
so  that  they  may  closely  simulate  day-terrors,  namely 
vertigo  and  petit  mat. 

A  girl  aged  3  years  had  begun  at  the  age  of  2f  years  to 
have  attacks  of  screaming  with  terror.  They  occurred 
at  any  time  of  day  and  when  the  child  was  busy  playing. 
She  had  cried  out  on  at  least  one  occasion  that  the  room 
was  going  round,  and  she  was  terrified.  On  another  occa¬ 
sion  she  was  playing  on  the  beach  at  the  sea-side  and  sud¬ 
denly  became  frightened,  and  began  to  scream,  saying 
that  the  beach  was  going  round.  She  was  subject  to 
night-terrors ;  a  watch  was  kept  for  intestinal  worms  but 
none  were  found.. 

Giddiness  is  not  very  common  in  the  first  three  or 
four  years  of  life,  but  when  it  does  occur  at  that  age 
it  generally  terrifies  the  child.  Petit  mat,  as  one  might 
expect,  is  alarming  to  a  child,  and  I  think  that  even 
in  infancy  the  crying  with  each  attack  of  it  is  often 
the  cry  of  fear.  The  following  case  may  show  how 
much  it  may  resemble  a  day-terror: 

A  boy  of  4f  years  had  attacks  about  once  a  fortnight 
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in  which  he  suddenly  cried  out  in  fear,  mentioning  some 
imaginary  object,  such  as  a  dog,  of  which  he  was  frigh¬ 
tened.  He  would  run  to  the  wall  of  the  room  or  even  get 
up  on  a  chair  to  escape  from  his  imaginary  pursuer.  He 
never  fell  down  in  the  attack  but  his  face  turned  pale 
and  his  eyes  had  a  c  vacant  ’  appearance.  On  the  whole,  it 
seemed  probable  that  the  attacks  were  4  masked  epilepsy 
but  it  must  be  admitted  that  they  were  not  very  different 
in  symptoms  from  day-terrors ;  they  behaved,  however, 
quite  differently  on  treatment,  for  although  they  were 
diminished  by  chloretone,  they  were  not  stopped,  and 
were  still  occurring  three  years  later,  unlike  the  readily 
curable  day-terror. 

A  clearer  case  of  petit  mat  occurred  in  a  boy,  5 \  years 
old,  who  would  suddenly  look  frightened,  cry  out,  and 
go  red  in  the  face  and  clutch  at  anybody  who  was  near. 
After  a  few  seconds  he  took  a  deep  breath  and  turned 
pale.  There  was  apparently  no  loss  of  consciousness,  but 
before  long  the  attacks  turned  into  major  epilepsy  with 
loss  of  consciousness. 

Intestinal  irritation,  especially,  I  think,  chronic 
intestinal  indigestion,  which  is  often  associated  with 
constipation,  and  excess  of  mucus  in  the  stools,  ‘  slimy 
motions’  as  the  mother  describes  them,  is  some¬ 
times  associated  with  an  abnormal  degree  of  general 
timidity  showing  itself  in  fear  of  common  objects 
and  of  places  which  have  hitherto  excited  no  fear. 

A  girl  aged  8f  years  was  brought  to  me  for  timidity 
which  had  appeared  only  in  the  last  few  months  and  had 
seemed  to  the  parents  so  unnatural  as  to  suggest  some 
disorder  of  health.  The  child  had  become  fearful  of  being 
left  alone,  and  was  afraid  to  go  upstairs  unless  some  one 
would  stand  at  the  top  of  the  stairs  and  some  one  else  at 
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the  foot  of  the  stairs  to  reassure  her,  for  she  had  a  feeling 
of  some  strange  person  following  behind  her.  She  was 
very  constipated,  looked  tired,  and  had  become  restless 
in  her  sleep  and  also  talked  in  her  sleep  recently.  It  was 
found  a  few  days  later  that  the  child  had  threadworms. 

On  looking  over  notes  of  children  in  whom  timidity 
or  some  morbid  fear  was  a  prominent  symptom,  I 
find  in  many,  as  in  this  case,  that  there  was  with  it 
some  disturbance  of  sleep  ;  most  frequently  there  was 
insomnia  of  greater  or  less  degree,  sometimes  the 
sleep  was  restless,  sometimes  there  was  sleep -talking 
or  sleep-walking. 

No  doubt  there  is  something  of  a  vicious  circle  in 
this  relation  of  disturbed  sleep  to  the  nervous  excita¬ 
bility  which  underlies  morbid  fears:  the  more  dis¬ 
turbed  the  sleep  the  greater  becomes  the  nervous 
excitability,  and  the  more  the  nervous  excitability 
the  more  sleep  is  likely  to  be  disturbed.  Certainly  it 
is  an  important  part  of  treatment  to  break  this 
vicious  circle  where  it  exists,  and  for  this  the  riddance 
of  threadworms,  the  correction  of  digestive  disorder, 
or  perhaps  the  use  of  a  daily  laxative,  may  be  better 
treatment  than  drugging  with  bromides  or  with  some 
stronger  hypnotic. 

The  association  of  insomnia  with  morbid  fears  is 
shown  in  some  of  the  following  cases  taken  from  my 
note-books. 

A  boy,  aged  6J  years,  lately  lies  awake  till  10  p.m. ;  is 
frightened  that  he  is  soon  going  to  die;  for  a  time  was 
fearful  that  the  house  would  fall  down ;  when  taken  by 
train  was  in  terror  lest  the  train  should  come  off  the  rails. 
On  inquiry  it  proved  that  some  of  his  fears  arose  directly 
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or  indirectly  from  sensational  pictures  in  illustrated 
newspapers,  a  source  of  ‘  experience  ’  sufficiently  poison¬ 
ous  not  only  to  little  children  but  to  youth  of  later  years. 

Michael  F.,  aged  8J  years,  cannot  get  to  sleep  till 
11  p.m. ;  is  in  fear  that  something  dreadful  has  happened 
to  his  father ;  or  that  the  house  may  catch  fire ;  or  that 
his  father  is  dead. 

Sometimes  the  fears  are  less  reasonable : 

Harold  S.,  aged  5  years,  was  physically  healthy,  but 
lately  had  been  sleeping  badly,  lying  awake  till  10  p.m. 
For  the  last  three  weeks  he  had  burst  out  crying  occasion¬ 
ally,  saying  that  he  was  afraid  he  was  going  to  die.  Lately 
he  is  fearful  that  his  food  may  do  him  harm.  Yesterday 
he  began  to  eat  an  apple  but  became  frightened  that  he 
might  eat  a  pip  and  refused  to  eat  the  rest  of  the  apple. 
He  has  also  become  afraid  of  his  toys,  fearing  that  the 
paint  may  come  off  on  his  fingers  and  do  him  some  harm. 

A  girl,  aged  6J  years,  who  showed  no  signs  of  organic 
disease  but  could  not  get  to  sleep  until  11  p.m.,  was  in 
fear  lest  her  hands  should  come  off  and  lest  something 
should  happen  to  her  eyes  so  that  she  could  not  see. 

A  boy  of  10  years  had  become  very  ‘nervous’  after  an 
attack  of  influenza ;  he  was  now  so  timid  of  having  his 
hair  cut  that  it  was  difficult  to  get  him  to  sit  through  this 
procedure. 

A  girl,  aged  12J  years,  whose  periods  had  begun  six 
months  previously,  was  now  troubled  much  with  insom¬ 
nia  and  would  lie  awake  brooding  over  the  fear  that  she 
was  about  to  die.  She  was  frightened  by  a  sensation  that 
her  tongue  was  becoming  too  large  for  her  mouth,  or  that 
all  her  teeth  were  coming  out,  and  having  lost  a  needle 
one  day  was  terrified  that  she  had  swallowed  it,  and  com¬ 
plained  of  pain  in  the  abdomen  until  the  needle  was 
found  where  it  had  been  dropped. 
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This  last  case  introduces  another  association  with 
morbid  fear  and  one  which  may  be  a  predisposing 
factor,  viz.  puberty.  For  months  before  and  also 
after  the  onset  of  the  menses,  habitual  timidity  is 
sometimes  increased  to  a  morbid  degree  and  morbid 
fears  are  apt  to  appear  or  to  be  accentuated. 

A  girl,  aged  14J  years,  who  showed  all  the  appearances 
of  puberty  but  had  not  yet  menstruated,  had  become  the 
subject  of  various  fears.  In  a  train  she  was  in  constant 
dread  that  the  door  of  the  carriage  would  fly  open.  At 
the  Zoo  she  was  seized  with  fear  that  a  snake  might  have 
escaped  from  its  cage  and  felt  she  must  go  and  tell  the 
keeper.  At  table  she  was  fearful  of  jam  lest  it  might 
contain  bits  of  broken  glass.  Her  parents  were  distressed 
by  her  various  fears  for  which  there  seemed  to  be  no 
ground. 

A  girl,  aged  12J,  who  had  long  manifested  fear  of 
crowds,  had  during  the  past  few  months  shown  signs  of 
approaching  puberty;  the  periods  had  not  yet  begun. 
Her  particular  dread  of  crowds  had  become  much  worse 
during  the  last  two  months.  She  was  afraid  to  go  to  the 
pantomime,  and  in  church  kept  saying  ‘I  must  go  out’, 
‘I  must  go  out’. 

Both  the  fear  of  crowds  (agoraphobia)  and  the  fear 
of  being  in  any  narrow  enclosure  (claustrophobia) 
may  be  permanent  in  greater  or  less  degree,  but  cer¬ 
tainly  they  are  sometimes  accentuated  at  puberty. 

Betty  B.  was  brought  to  me  at  12  J  years  old.  She  had 
been  taken  to  a  theatre,  but  was  so  distressed  by  the 
crowded  audience  that  she  had  to  be  taken  out  before 
the  performance  was  over.  Tube  railways  and  tunnels 
had  to  be  avoided,  and  a  crowded  church  made  her 
equally  frightened. 
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I  saw  this  girl  again  when  she  was  16  years  old;  her 
dread  of  crowds  and  of  enclosed  spaces  still  persisted. 
I  have  known  this  sort  of  fear  to  persist  till  old  age. 

I  imagine  that  closely  akin  to  these  two  forms  of 
fear  is  the  dread  of  height  and  depth. 

A  boy,  13f  years  old,  since  his  early  childhood  had 
been  afraid  of  anything  which  towered  high  above  him. 
As  quite  a  small  child  he  would  scream  with  terror  if 
taken  near  a  church  steeple,  and  at  his  present  age  will 
not  go  near  the  Houses  of  Parliament  because  of  his 
dread  of  the  lofty  clock-tower. 

More  common,  I  think,  is  the  dread  of  any  situa¬ 
tion  in  which  one  is,  so  to  speak,  on  the  brink  of  any 
height  even  though  the  height  be  but  a  few  feet. 

Obviously  some  of  the  fears  which  I  have  described 
might  be  included  under  the  heading  'anxiety-neuro¬ 
sis’,  or  'psycho -neurotic  anxiety’,  but  the  mere  use 
of  technical  verbiage  is  of  little  value  so  long  as  it 
brings  with  it  nothing  more  than  arm-chair  specula¬ 
tions  as  to  the  working  of  the  mind. 

In  regard  to  fear,  no  doubt,  a  fear  uncovered  is  a 
fear  half- cured,  and  I  fancy  that  though  children  may 
be  secretive  they  are,  on  the  whole,  less  reserved  than 
their  seniors,  and  this  perhaps  is  one  of  the  reasons 
why  the  majority  of  the  fears  of  childhood  are  transi¬ 
tory. 

Well  for  the  child  when  he  brings  his  fears  openly 
into  the  light  of  day  and  finds  some  understanding- 
person  who  knows  better  than  to  ridicule,  and  can 
give  reassurance  and  uphold  the  child’s  self-respect 
and  self-confidence.  Too  often  a  child  shuts  his  fears 
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within  the  secret  chamber  of  his  mind,  and  even  his 
mother  knows  nothing  of  the  horror  and  sometimes 
the  shame  of  those  hidden  dreads. 

Oliver  Wendell  Holmes,  in  a  passage  which  is 
surely  a  true  story  of  his  own  childhood,  writes : 

‘The  first  instinctive  movement  of  the  little  creatures 
is  to  make  a  cache  and  bury  in  it  beliefs,  doubts,  dreams, 
hopes  and  terrors.  I  am  uncovering  one  of  these  caches. 
.  .  .  I  was  afraid  of  ships.  Why,  I  could  never  tell.  The 
masts  looked  frightfully  tall,  but  they  were  not  so  tall 
as  the  steeple  of  our  old  yellow  meeting-house.  At  any 
rate,  I  used  to  hide  my  eyes  from  the  sloops  and  schooners 
that  were  wont  to  be  at  the  end  of  the  bridge,  and  I 
confess  that  traces  of  this  undefined  terror  lasted  very 
long.  One  other  source  of  alarm  had  a  still  more  fearful 
significance.  There  was  a  great  wooden  hand — a  glove- 
maker’s  sign,  which  used  to  swing  and  creak  in  the  blast, 
as  it  hung  from  a  pillar  outside  a  certain  shop  a  mile  or 
two  outside  of  the  city.  Oh,  the  dreadful  hand!  always 
hanging  there  ready  to  catch  up  a  little  boy  who  would 
come  home  no  more  to  supper  nor  yet  to  bed.’ 

Amongst  my  notes  are  several  cases  in  which  the 
mother  mentioned  particularly  that  the  child  had 
become  fearful  of  flies  or  other  creatures. 

A  girl,  aged  11  years,  in  association  with  insomnia  and 
complaint  of  tiredness,  had  recently  become  terrified  of 
‘  daddy-long-legs  ’. 

A  child  at  the  age  of  3  years  began  to  have  night- 
terrors,  and  at  the  same  age  began  to  show  fear  of  flies 
and  would  scream  with  fright  if  he  saw  a  fly  in  the  room. 

A  boy,  aged  3J  years,  who  had  hitherto  seemed  par¬ 
ticularly  fearless,  had  recently  developed  habit-spasm 
and  enuresis,  and  therewith  had  become  very  timid,  ‘he 
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shrieks  if  he  sees  a  cat’,  and  has  also  become  afraid  to  go 
in  a  lift. 

A  boy  of  12  years,  a  cretin,  who  had  been  treated  for 
years  with  thyroid,  and  was  attending  an  ordinary  school, 
though  backward  for  his  age,  was  always  a  timid  child, 
and  frightened  particularly  of  any  big  flies,  and  of  any 
crawling  creature  such  as  a  spider.  An  increase  of  his  dose 
of  thyroid,  beside  producing  other  evidence  of  excessive 
dose,  had  the  effect  of  increasing  his  timidity  and  fears. 

A  boy,  aged  5  years,  excitable  and  prone  to  stutter, 
digging  in  the  garden  came  across  two  worms.  That 
night  he  had  an  attack  of  screaming  in  which  he  cried 
out  that  there  were  worms  crawling  about  on  the  bed. 
Two  days  later  whilst  having  his  breakfast  he  suddenly 
jumped  off  his  chair  and  began  screaming  that  worms 
were  ‘coming  after  him’.  The  screaming  and  terror 
lasted  so  long  that  a  doctor  was  called. 

This  last  case  may  serve  to  show  how  a  fear- 
producing  image  remains  in  the  subconscious  mind 
of  a  child,  and  in  this  particular  case  seems  to  have 
caused  an  attack  of  ‘  day-terror 5  (pavor  diurnus)  com¬ 
parable  to  the  night-terror  which  had  shown  the 
same  image  working  on  his  mind. 

Night-terrors  and  also  habit-spasm  (mentioned  in 
a  case  above)  figure  very  frequently  in  the  history  of 
these  children  who  show  morbid  fears  or  unnatural 
timidity. 

There  is  a  particular  variety  of  children’s  fear 
which  needs  mention,  though  I  approach  it  with 
hesitation,  realizing  the  difficulties  connected  with  it, 
namely  religious  fears. 

I  find  amongst  my  notes  several  instances  of  this, 
the  youngest  a  child  of  5  years,  but  most  about  the 
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age  of  12-14  years,  that  is,  about  the  time  of  adoles¬ 
cence.  Connected  with  an  idea  of  some  wrong¬ 
doing,  usually  of  very  childlike  nature,  was  the 
terror  of  an  avenging  Deity,  watchful  to  punish  and 
ready  to  inflict  death  forthwith,  or  sternly  closing 
heaven  against  the  misdoer;  and  the  child,  self- 
accusing  and  self-condemned,  has  brooded  over  such 
thoughts,  until  he  is  in  tears  of  dread,  and  lies  awake 
in  fear  and  misery. 

Even  allowing  for  the  child’s  emotional  excita¬ 
bility,  increased  it  may  be  by  oncoming  puberty,  one 
feels  that  such  fears  are  due  to  faulty  presentment 
of  religion,  and  that  the  idea  of  anger  has  somehow 
been  allowed  to  obscure  the  idea  of  love.  Certainly 
such  fears  are  not  to  be  pooh-poohed,  but  rather 
countered  by  stressing  the  fatherly  attributes  of 
forgiveness  and  love ;  and  not  neglecting  such  physi¬ 
cal  relief  by  change  of  place  and  occupation,  or  by 
medical  treatment  of  associated  ill  health,  as  may  be 
advisable  and  practicable. 

I  have  mentioned  so  far  what  seem  to  be  excessive 
or  morbid  fears.  There  is  often  but  a  fine  line  between 
antipathies  and  fears ;  the  girl  who  screams  at  the 
approach  of  a  daddy-long-legs  or  a  mouse  may  be 
moved  by  fear  or  only  by  dislike. 

I  have  a  note  of  a  boy,  aged  4  years,  who  was 
afraid  of  the  sound  of  the  bells  at  a  neighbouring 
church :  when  they  rang  he  would  cling  to  his  mother 
and  look  terrified.  With  this  may  be  contrasted  a 
case1  in  which  church-bells  seemed  to  provoke  only 
a  profound  antipathy ;  this  was  in  a  little  girl,  aged 
1  Recorded  by  the  late  Dr.  Henry  Ashby. 
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2  years,  who  when  she  heard  the  church -bells  ringing 
would  say  'Church-bells  make  baby  sick’,  and  would 
not  only  feel  sick  but  actually  vomit. 

I  think  it  is  rarely  that  children  dislike  music,  but 
I  have  notes  of  a  boy  just  over  4  years  old  who  was 
said  to  have  an  aversion  to  music.  Questioning  this, 
I  played  a  musical  box  with  a  soft,  pleasant  tune,  as 
the  child  sat  in  the  room  with  his  mother.  The  child’s 
dislike  of  the  sound  was  obvious,  he  was  distressed 
almost  to  tears,  and  the  musical  performance  had  to 
be  stopped. 

I  have  wondered  sometimes  whether  the  shrinking 
from  furry  toys  which  is  not  uncommon  in  children 
at  about  2  years  of  age  means  fear  or  antipathy.  An 
elaborate  theory  of  fear  inherited,  from  the  time 
when  the  enemies  of  primeval  man  were  the  furred 
denizens  of  the  forest,  rather  crumbles  to  pieces 
when  one  finds,  as  I  have  found  in  some  children  at 
the  same  age,  that  the  objection  is  not  to  the  furry 
but  to  the  rubber  toy.  In  both  instances  it  is  prob¬ 
ably  the  unfamiliar  which  is  disliked — or  is  it,  feared  ? 
Antipathies  are  strange  things.  Children  at  a  very 
early  age  conceive  dislikes  not  only  of  inanimate 
objects  but  of  persons ;  and  probably  they,  like  older 
folk,  would  often  be  hard  put  to  it  to  give  a  reason 
for  their  particular  antipathy. 

I  do  not  like  thee,  Dr.  Fell, 

The  reason  why  I  cannot  tell, 

But  this  I  know,  and  know  full  well, 

I  do  not  like  thee,  Dr.  Fell. 

Sometimes,  perhaps,  there  lurks  in  the  subconscious 
mind  some  unpleasant  association  with  the  particular 
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object  or  person,  and  from  this  arises,  as  in  Oliver 
Wendell  Holmes’s  novel,  ‘a  mortal  antipathy’. 

There  are  cases  in  which  antipathy,  even  to  per¬ 
sons,  seems  to  bear  some  relation  to  general  health. 
I  was  assured  that  a  sensitive,  excitable  boy,  aged 
13f  years,  showed  a  dislike  to  his  father  only  at  times 
when  the  boy’s  digestion  was  out  of  order  or  when  he 
was  overtired. 

Perhaps  only  those  who  have  an  intimate  know¬ 
ledge  of  the  home  conditions  can  appraise  such  a 
history  at  its  correct  value.  I  was  consulted  by  a 
mother  who  was  distressed  because  her  little  boy, 
aged  4J  years,  had  recently  seemed  to  have  taken  a 
dislike  to  her.  Hitherto,  he  had  loved  to  have  her 
near  him  when  she  came  to  his  bedroom  to  sit  a  little 
while  with  him  and  say  good  night,  but  lately  he  had 
seemed  to  dislike  her  presence,  and  childlike  had 
said  he  did  not  want  her.  He  was  brought  to  me 
because  the  mother  thought  that  this  change  of  feel¬ 
ing  towards  her  was  so  strange  as  to  suggest  some 
disturbance  of  mental  or  bodily  health.  I  could  not 
find  any  evidence  of  either,  but  chanced  to  know 
that  for  some  childish  fault  which  annoyed  her,  the 
mother  had  turned  upon  him  one  day  with  such 
angry  and  harsh  scolding  that  the  child  had  been 
thoroughly  frightened,  and  since  then  had  shown 
this  supposedly  strange  dislike  to  his  mother,  which 
was,  no  doubt,  in  reality  more  fear  than  antipathy 
— or  perhaps  one  should  say  it  was  the  antipathy 
arising  out  of  fear,  quem  metuont  oderunt,  as  Ennius 
says,  ‘whom  men  fear  they  hate’. 

I  have  several  times  been  consulted  about  children 
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who  had  run  away  from  boarding-school,  and  whilst 
I  think  that  in  most  of  these  cases  the  cause  is  an 
uncontrolled  craving  for  the  sympathy  of  home,  in 
some  undoubtedly  it  is  the  accumulated  effect  of 
dread  or  fear.  To  a  timid,  sensitive  child  the  un¬ 
understanding  harshness  of  a  teacher,  or  the  teasing 
or  bullying  by  other  children,  cet  age  sans  pitie,  with 
not  even  that  daily  short  respite,  the  precious  hours 
at  home,  which  the  day-boy  enjoys,  is  more  than  the 
child  can  bear,  and  in  desperation  he  has  run  away. 

I  am  bound  to  say  that  in  most  cases  the  good 
sense  of  the  head  of  the  school  has  grasped  the  signi¬ 
ficance  of  this  occurrence  and  has  so  smoothed  the 
way  that  the  boy  has  not  only  returned  but  has  gone 
through  his  school  career  without  further  difficulty. 

Effects  of  fear  and  fright 

Some  of  the  effects  of  fear  have  already  been 
mentioned  incidentally.  It  was,  no  doubt,  of  terror 
rather  than  of  milder  fear  that  Tennyson  was  think¬ 
ing  when  he  wrote : 

‘  Fear  stared  in  her  eyes  and  chalked  her  face  ’ ; 

but  both  wide-eyed  fear  and  the  blanched  cheek  of 
dread  are  probably  of  more  ready  occurrence  in 
childhood  than  in  adult  life.  I  have  been  particu¬ 
larly  struck  with  the  pallor  which  some  children 
show  when  brought  into  the  medical  man’s  consulting- 
room  :  so  marked  is  it  at  times  that,  in  my  early  days, 
before  I  had  learned  to  allow  for  its  occurrence,  I 
sometimes  mistook  it  for  the  pallor  of  anaemia,  but 
later  experience  taught  me  that  the  child  so  pale 
when  undressed  for  examination  and  dreading  the 
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unknown  possibilities  of  a  doctor’s  consulting-room 
might  be  quite  a  different  colour,  pink-cheeked  and 
healthy -looking,  when  he  w^as  dressed  again  and  the 
ordeal  was  over. 

Macbeth  was  not  the  only  person  who  could  say 
of  his  fears  that  they  ‘  make  my  seated  heart  knock 
at  my  ribs’:  the  quick  staccato  beat  of  the  heart 
which  often  characterizes  nervous  dread  is  particu¬ 
larly  common  in  children. 

The  phrase  ‘sick  with  fear’  denotes  a  very  real 
occurrence.  I  have  notes  of  a  case  in  which  actual 
vomiting  was  produced  on  several  occasions  by  fright 
in  a  boy  aged  3J  years. 

It  is  an  interesting  and  important  question  whether 
prolonged  or  even  permanent  nervous  disorder  can  be 
caused  by  fright.  In  former  days  there  was  much 
discussion  as  to  the  part,  if  any,  played  by  fright  in 
the  causation  of  chorea.  ‘The  attack  of  chorea’, 
wrote  Dr.  Charles  West,  the  founder  of  Gt.  Ormond 
Street  Children’s  Hospital,  ‘is  often  excited  by  a 
violent  shock  to  the  nervous  system,  such  as  a  fright 
or  blow  or  some  sudden  violent  emotion  ’ ;  whilst 
Henoch  in  1889  wrote  even  more  explicitly:  ‘Fright 
or  fear  (psychical  impression)  has  frequently  been 
the  occasion  of  chorea  developing  ’ ;  and  he  gives  as 
examples : 

A  girl  of  12  years  had  been  so  terrified  by  a  dog  leaping 
upon  her  that  for  two  or  three  days  she  was  almost 
speechless.  Chorea  set  in  immediately  after. 

In  a  girl  of  11  years,  it  occurred  after  a  fright  caused 
by  a  strange  man  coming  into  the  house. 

He  gives  several  other  examples  and  ends  his 
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remarks  on  this  effect  of  psychical  disturbance  by 
saying :  ‘  Mental  over-exertion  at  school  I  have  never 
been  able  to  ascertain  with  certainty  as  a  cause.  It 
is  much  more  likely  to  be  due  to  dread  of  the  teacher 
or  fear  of  threatened  punishment/ 

Some  years  ago  at  the  request  of  my  colleague,  the 
late  Dr.  D.  B.  Lees,  who  was  greatly  interested  in 
chorea,  I  made  careful  inquiries  into  the  supposed 
causes  in  a  series  of  cases  of  chorea  in  which  the 
attack  was  attributed  to  shock  or  nervous  strain  of 
various  kinds.  The  actual  figures  I  cannot  recall, 
except  that  in  a  long  series  there  was  only  one  in 
which  evidence  was  not  forthcoming  that  some  symp¬ 
tom  of  chorea  had  been  present  before  the  alleged 
exciting  cause  occurred.  In  this  single  case  the 
chorea  had  been  noticed  within  a  day  or  two  after 
the  fright:  the  child  after  going  to  bed  had  been 
frightened  by  the  noise  of  soldiers  talking  loudly 
downstairs,  in  the  bar  of  the  inn  where  she  was 
staying.  Clinical  experience  has  led  me  more  and 
more  to  doubt  the  aetiological  influence  of  fright,  or 
indeed  of  any  psychical  factor  in  producing  chorea : 
the  only  factor  of  which  we  can  be  certain  in  the 
causation  of  chorea  is  rheumatism. 

On  the  other  hand  it  seems  likely  enough  that 
functional  nervous  disorders  may  be  produced  by 
fright.  As  a  transient  phenomenon,  stuttering  speech 
is  a  familiar  result  of  fright  or  fear.  It  is  common 
enough  for  a  child  dreading  punishment  and  con¬ 
fronted  suddenly  by  some  awe-inspiring  person  to 
stutter  when  questioned,  especially  if  he  has  been 
habitually  an  occasional  stutterer.  Whether  habitual 
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stuttering  can  be  started  by  fright  is  perhaps  more 
questionable. 

Louis  L aged  11 J  years,  was  brought  to  me  for 
stuttering.  This  was  said  to  have  dated  from  a  particular 
day  some  few  years  ago  when  he  was  severely  frightened 
by  being  lost  for  a  whole  day.  He  had  been  found  even¬ 
tually  by  the  police  and  was  kept  at  a  police-station 
until  the  parents  could  be  reached.  Since  this  fright  he 
has  stuttered. 

That  speech  can  be  inhibited  altogether,  momen¬ 
tarily,  by  fright  is  a  matter  of  common  knowledge ; 
‘  obstupui,  steteruntque  comae  et  vox  faucibus  haesit 
wrote  Virgil  nearly  2,000  years  ago,  and  experience 
bears  out  his  description  of  the  effects  of  terror,  even  to 
the  occasional  standing  of  the  hair  on  end :  this  latter 
phenomenon  was  mentioned  some  500  years  earlier, 
by  Job,  ‘fear  came  upon  me,  and  trembling  which 
made  all  my  bones  to  shake  .  .  .  the  hair  of  my  flesh 
stood  up  ’ ;  it  has  been  noticed  by  modern  observers 
in  adults,  but  I  have  never  seen  it  in  children. 

The  inhibition  of  speech  by  fright  has  been  noted 
by  Henoch  in  the  case  described  above  in  which  a 
child  became  ‘almost  speechless’  for  two  or  three 
days  after  being  frightened  by  a  dog  leaping  upon 
her.  In  that  case,  however,  the  sequence  of  chorea 
shortly  afterwards  may  raise  the  possibility  that  the 
speechlessness  was  part  of  her  chorea,  the  well- 
recognized  ‘choreic  aphasia’. 

A  more  conclusive  example  is  that  described  by 
Buckland  in  his  Curiosities  of  Natural  History.1  A 

1  F.  T.  Buckland,  Curiosities  of  Natural  History,  2nd.  edit., 
vol.  i,  p.  247. 
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tiger  in  Jamrach’s  store  of  wild  animals  broke  open 
its  cage,  and  walked  along  the  street.  A  little  boy, 
about  9  years  old,  not  realizing  the  danger,  patted 
it,  whereupon  the  tiger  turned  and  seized  the  boy  by 
the  shoulder  and  carried  him  along  in  his  mouth 
as  a  cat  would  a  mouse.  The  tiger  was  pursued  arnd 
the  boy  rescued  with  a  bite  on  his  shoulder  which 
healed  in  eight  days.  For  four  hours  after  his  rescue 
the  boy  completely  lost  speech. 

If  fright  can  have  such  a  profound  effect  as  this 
upon  the  functioning  of  the  brain,  it  seems  not  im¬ 
possible  that  the  result  should  sometimes  be  perma¬ 
nent,  and  one  wonders  whether  there  is  truth  in  the 
story  mentioned  by  Oliver  Wendell  Holmes1  of  the 
boy  who  'must  fain  bestride  the  leaden  tail  of  the 
Percy  lion  upon  the  bridge  at  Alnwick,  and  the  tail 
breaking  beneath  his  weight  he  was  precipitated  into 
the  river  below  and  was  taken  out  an  idiot  for  the 
rest  of  his  life  Tredgold  says  of  shock  and  fright  in 
relation  to  amentia  (mental  deficiency):  'It  is  ex¬ 
ceedingly  doubtful  whether  these  have  ever  caused 
amentia  in  a  normal  child,  although  they  may  pre¬ 
cipitate  it  in  one  with  hereditary  predisposition.’ 

In  the  course  of  many  years  I  have  been  consulted 
about  many  hundreds  of  mentally  deficient  children, 
but  I  have  not  seen  any  case  in  which  the  amentia 
could  be  attributed  to  fright.  The  rarity  of  such  an 
occurrence  does  not,  however,  prove  its  impossibility ; 
indeed,  it  seems  to  me  probable  that  given  sufficient 
shock  or  fright  to  a  sensitive  child,  there  might  result 
permanent  impairment  of  the  intellectual  functions 
1  Autocrat  of  Breakfast  Table,  chap.  xii. 
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of  the  brain.  Tredgold  himself  admits  that  a  severe 
fright  may  precipitate  an  attack  of  insanity  in  a 
mentally  deficient  child,  and  instances1 

‘a  mentally  defective  child  who  for  some  breach  of 
school  discipline  was  shut  up  by  the  teacher  in  a  small 
dark  room,  little  better  than  a  cupboard.  When  taken 
out  he  was  silent  and  apparently  dazed.  The  teacher 
said  he  was  “sulky”,  but  he  continued  moody  and  de¬ 
pressed,  and  a  few  days  afterwards  he  passed  into  a 
state  of  profound  melancholia  which  necessitated  his 
removal  to  an  asylum.’ 

Habit-spasm  seems  sometimes  to  have  fright  as  its 
exciting  cause.  I  have  notes  of  a  boy  whose  first 
manifestation  of  habit-spasm,  a  sudden  twitch  of  his 
eyes  to  the  left,  began  at  the  rather  unusually  early 
age  of  2J  years,  directly  after  he  had  been  frightened 
by  the  unexpected  explosion  of  a  firework. 

Gowers,  among  the  varieties  of  mental  emotion 
which  he  regarded  as  ‘  the  most  potent  exciting  cause 
of  epilepsy’,  says:  ‘The  most  frequent  is  fright, 
which  is  powerful  chiefly  in  childhood.  ’  This  I  can¬ 
not  confirm  from  my  own  observations.  I  have  notes 
of  many  cases  in  which  the  child  showed  evidence  of 
fright  or  terror  at  the  onset  of  an  epileptic  attack, 
but  the  history  suggested  that  the  fright  was  rather 
due  to  the  consciousness  of  an  approaching  attack, 
than  the  cause  of  the  attack. 

Emotion  of  any  sort  is  occasionally  the  exciting 
cause  of  a  fit  in  a  child  who  is  subject  to  epileptic 
attacks ;  and  fright  may  be  the  particular  causal 
emotion,  but  in  my  experience  this  is  rare.  Often  an 

1  Tredgold,  Mental  Deficiency,  5th  edit.,  pp.  58  and  308. 
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epileptic  child  is  aware,  from  some  sensation,  that  a 
fit  is  about  to  occur.  A  boy,  aged  7f  years,  had  on 
several  occasions  in  the  midst  of  play  suddenly  begun 
to  scream  and  look  frightened ;  he  would  run  several 
yards  screaming  with  fear  before  he  fell  unconscious 
in  a  fit.  A  girl,  aged  7f  years,  used  to  warn  her 
mother  of  a  coming  attack,  saying  'I  don’t  feel  well’, 
and  at  the  same  time  the  child  had  a  frightened 
appearance :  then  her  speech  would  become  incoher¬ 
ent  and  she  passed  into  an  epileptic  attack.  The 
fright  in  such  cases  seems  to  be  clearly  the  result  of 
anticipation  of  a  coming  attack,  not  the  cause  of  the 
attack.  The  crying  also  of  this  anticipatory  fear  is, 
I  think,  quite  distinct  from  the  sudden  sharp  cry 
which  is  so  often  the  opening  event  and  part  of  an 
epileptic  attack. 


VII 

OF  SLEEP 


IT  seems  a  strange  ordinance  of  life  that  for  several 
hours  daily  we  must,  as  it  were,  cease  to  be. 
Heavy  is  the  toll  that  sleep  takes  from  our  few  short 
years.  Six  hours  at  least,  on  the  average,  out  of  the 
twenty-four,  we  must  needs  spend  in  sleep,  so  that 
out  of  our  three  score  years  and  ten,  some  seventeen 
years,  perhaps  more  often  twenty  years,  are  spent 
in  blank  unconsciousness  and  mere  oblivion. 

Sleep  is  one  of  the  many  mysteries  of  life.  What 
happens  when  day  by  day,  or  night  by  night,  we 
pass  from  consciousness  to  unconsciousness  ?  And 
why  should  this  happen  with  a  daily  regularity  which 
seems  as  natural  a  part  of  the  rhythm  of  the  universe 
as  the  rising  and  the  setting  of  the  sun  or  the  flow  of 
the  tides  ?  What  becomes  of  that  ego  which  seems 
so  essential  a  part  of  our  being  during  our  waking 
hours  and  yet  fades  and  vanishes  the  moment  we 
fall  asleep  ? 

Sleep  is  the  commonest  of  the  commonplaces  of 
life,  but  how  little  we  know  about  it!  An  ‘internal 
inhibition5  of  cortical  activity,  so  Pavlov  and  his 
co-workers  would  call  it  as  the  result  of  their  experi¬ 
ments  on  dogs;  a  widely  ‘irradiated  inhibition5,  a 
suspension  of  the  multitudinous  medley  of  reflexes, 
conditioned  and  unconditioned,  which  make  up  our 
daily  activities.  But  this  is  little  more  than  to  de¬ 
scribe  the  fact  of  sleep,  it  does  not  tell  us  how  or 
why  it  occurs. 


108  COMMON  HAPPENINGS  IN  CHILDHOOD 


One  thing  is  certain  that  life  cannot  continue 
without  sleep.  Even  food  is  less  essential  than  sleep : 
life  lasts  longer  under  complete  deprivation  of  food 
than  when  sleep  is  entirely  withheld.  In  barbarous 
times  one  method  of  torturing  a  victim  to  death  was 
deliberate  cold-blooded  prevention  of  sleep. 

It  is  not  sufficiently  realized  that  to  the  mainten¬ 
ance  of  health  a  sufficiency  of  sleep  is  as  important 
as  sufficiency  of  food.  There  was  something  of  truth 
in  the  saying  of  the  great  Franciscan  monk  Grosse¬ 
teste,  that  ‘for  preservation  of  health  three  things 
are  necessary,  food,  sleep,  and  a  joke’.  I  have  some¬ 
times  wondered  how  much  of  the  pale  appearance 
and  poor  development  of  children  in  the  primary 
schools  is  due  not  to  deficiency  of  food  but  to  defi¬ 
ciency  of  sleep.  I  have  been  shocked  to  hear  from 
little  children,  6  or  7  years  of  age,  that  their  bed-time 
was  8  or  9  o’clock,  or  even  later.  The  practical 
difficulties  of  getting  children  early  to  bed  and  early 
to  sleep  in  the  restricted  and  perhaps  crowded  accom¬ 
modation  of  a  poor  home  are  obvious.  In  recent 
years  also  the  advent  of  wireless  and  of  the  cinema 
has  encouraged  late  hours.  But  to  some  extent,  at 
least,  the  common  fault  of  allowing  children  to  stay 
up  too  late  is  due  to  insufficient  realization  of  the 
extreme  importance  of  sleep  in  childhood.  It  is  much 
to  be  desired  that,  amongst  the  propaganda  for 
promoting  health  in  children,  the  value  of  sleep 
should  be  emphasized  and  definite  information  given 
as  to  the  hours  proper  to  each  age. 

One  wonders  also  how  far  the  value  of  sleep  bears 
any  relation  to  the  time  at  which  it  occurs.  Observa- 
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tions  have  been  made  upon  the  depth  of  sleep  in 
childhood  at  different  points  of  its  duration.  Pro¬ 
fessor  Otto  Marburg  in  his  book  on  sleep  gives  a 
chart  (based  on  work  of  Czerny’s)  showing  that  sleep 
in  the  child  is  most  profound  one  to  two  hours  after 
its  commencement,  then  it  gradually  becomes  less 
deep  until  about  six  hours  after  going  to  sleep,  when 
it  again  deepens  until  the  ninth  hour,  though  at  no 
time  becoming  so  profound  as  during  the  second 
hour. 

But  these  observations  do  not  take  into  considera¬ 
tion  the  time  of  night  at  which  the  sleep  begins. 
There  is  a  popular  idea  that  the  most  refreshing 
sleep,  at  any  rate  in  childhood,  is  during  the  early 
hours  of  the  night,  so  that  only  to  a  limited  extent 
can  late  rising  in  the  morning  compensate  for  going 
to  bed  late.  I  do  not  know  how  much  truth  there  is 
in  the  saying  quoted  by  George  Herbert  in  his  Jacula 
Prudentum  (1651) :  ‘  One  hour’s  sleep  before  midnight 
is  worth  three  after  ’,  but  I  suspect  that  like  so  many 
other  proverbial  sayings  this  has  some  foundation 
in  experience. 

Sleep  is  'tired  Nature’s  sweet  restorer’  in  more 
than  poetic  fancy.  During  waking  hours  the  tissues 
of  the  body  are  undergoing  destructive  changes ;  they 
are,  so  to  speak,  being  constantly  worn  out ;  during 
sleep,  on  the  contrary,  the  predominating  change  in 
the  tissues  is  constructive  or  reparative.  So  much  we 
know  from  physiological  observations.  It  is  intelli¬ 
gible,  therefore,  that  in  infancy,  when  growth,  which 
means  construction,  is  so  rapid  that  the  weight  is 
doubled  in  five  months  and  trebled  in  twelve  months, 
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sleep  must  be  of  enormous  importance  to  this  rapid 
development;  and  so  it  comes  about  that  in  the 
earliest  months  of  life,  when  development  is  most 
rapid,  the  infant  spends  at  least  20-22  hours  out  of 
the  24  in  sleep,  and  as  he  grows  older  and  as,  month 
by  month,  the  rate  of  development  slackens,  so  the 
time  spent  in  sleep  gradually  diminishes. 

Not  only  does  sleep  assist  in  general  development 
but  it  has  also  an  indirect  effect  in  promoting  growth 
in  length,  for  it  ensures  recumbency  by  which  the 
downward  pressure  of  the  weight  of  the  upper  part 
of  the  body  is  taken  off  the  spinal  column  and  lower 
limbs.  It  is  a  familiar  observation  that  after  any 
long  illness  entailing  several  weeks  of  rest  in  bed, 
children  are  often  found  to  have  grown  surprisingly 
in  length.  The  explanation  of  this  is  the  enforced 
recumbency. 

In  the  upright  position  the  weight  of  the  head  and 
of  the  upper  part  of  the  body  presses  downwards 
upon  the  more  or  less  elastic  cartilaginous  parts  of 
the  bones  of  the  lower  limbs  and  squeezes  the  verte¬ 
brae  also  downwards  one  upon  the  other  preventing 
expansion  of  the  cartilaginous  part  of  the  spinal 
column.  To  use  a  rough  illustration,  the  spine  may 
be  regarded  as  a  spiral  spring,  and  so  long  as  there  is 
a  weight  on  the  top,  the  spring  is  pressed  down  and 
so  shortened ;  it  springs  up  and  lengthens  out  when 
the  weight  is  removed.  There  is  actually  a  difference 
between  the  morning  and  evening  measurements  of 
the  height  of  a  healthy  child,  owing  to  this  elasticity 
of  the  cartilaginous  parts  and  the  consequent  expan¬ 
sion  in  length  during  the  hours  of  recumbency  in 
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sleep.  The  demonstration  of  this  requires  scientific 
accuracy  in  measurement ;  the  lengthening  amounts 
sometimes  to  as  much  as  half  an  inch.  The  less  this 
increase  is  counteracted  daily  by  long  hours  of  erect 
position  the  better  the  chance  of  permanent  growth. 
For  the  child,  therefore,  who  is  not  growing  in  height 
as  he  should,  early  to  bed  and  late  to  rise  is  sound 
policy. 

Sleep  has  other  more  easily  noticeable  effects  which 
constitute  part  of  its  value.  The  heart  beats  less 
quickly  during  sleep  in  the  healthy  child;  there  is 
often  a  diminution  of  8  beats  per  minute  in  a  child 
about  6  years  old  (more  in  a  younger  child).  How 
much  this  means  in  saving  of  heart  exertion !  If  the 
child  at  that  age  sleeps  thirteen  hours  as  he  should 
do,  there  is  a  saving  of  6,240  contractions  of  the 
heart-muscle  in  a  single  night.  In  varying  degree 
there  is  a  similar  lessening  in  the  number  of  heart¬ 
beats  during  sleep  in  illness.  For  the  child  with  a 
heart  crippled  by  rheumatic  inflammation  this  may 
be  of  vital  importance.  So  too  with  the  child  whose 
heart  is  enfeebled  by  any  severe  illness,  sleep  may 
just  turn  the  scale  by  enabling  the  heart  to  keep 
doing  its  work. 

The  regular  administration  of  a  three-hourly  or 
four-hourly  medicine  or  feed  may  be  of  vastly  less 
importance  to  a  child  than  several  hours  of  unbroken 
sleep. 

The  respiration  also  shares  in  the  diminished  acti¬ 
vity  during  sleep  in  the  healthy  child :  it  is  slowed  by 
2-6  respirations  in  the  minute;  again,  a  matter  of 
no  small  importance,  for  respiration  entails  the 
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energetic  working  of  many  muscles:  a  saving  of  120- 
360  respirations  in  every  hour  of  sleep  is  no  small 
reduction  of  expenditure  of  energy.  The  lessening  of 
the  number  of  respirations  during  sleep  varies  in  ill¬ 
ness  according  to  the  nature  of  the  disease,  but  some 
lessening  almost  always  occurs,  so  that  in  this  way 
also  sleep  may  be  life-saving  to  the  child  acutely  ill. 

Normal  sleep 

The  new-born  infant,  as  already  stated,  should 
sleep  20-22  hours  out  of  the  24.  At  a  year  old  this 
time  of  sleep  has  diminished  to  15-16  hours,  at 
3  years  old  to  about  14  hours,  at  7  years  old  to  12 
hours.  From  7  to  11  years  old  a  child  should  have 
about  11  hours  sleep  at  night,  and  from  11  to  14 
about  10  hours,  and  from  this  age  up  to  16  years 
at  least  9  hours.  Chesterfield,  writing  to  his  son, 
aged  17J  years,  in  1749  says:  ‘if,  by  accident,  two 
or  three  hours  are  sometimes  wanting  for  some  use¬ 
ful  purpose,  borrow  them  from  your  sleep.  Six  or  at 
most  seven  hours  sleep  is,  for  a  constancy,  as  much 
as  you  or  anybody  can  want ;  more  is  only  laziness 
and  dozing.’  Had  he  said  8  or  9  hours  sleep  for  a  boy 
of  that  age  he  would  have  been  nearer  the  mark. 

Up  to  5  or  6  years  old  this  allowance  of  sleep  is 
obtained  in  well-regulated  families  by  the  addition 
of  a  midday  sleep  to  the  night’s  rest.  This  is  a  prac¬ 
tice  to  be  cultivated  with  the  utmost  care.  Some¬ 
times  it  can  be  continued  up  to  7  years  old,  but  often 
the  child  ceases  to  sleep  at  midday  before  this  age. 
When  this  is  so,  the  habit  of  lying  down  in  the  middle 
of  the  day,  even  if  the  child  does  not  sleep,  is  well 
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worth  continuing,  if  possible  until  the  child  is  at 
least  7  years  old.  The  value  of  this  midday  rest  in 
reducing  the  strain  of  the  day’s  activities  is  beyond 
estimation;  it  is  no  small  help  in  the  prevention  of 
failures  physical  and  psychical  in  childhood. 

But  here  I  want  to  draw  attention  to  some  details 
of  regime  which  have  seemed  to  me  important  in 
connexion  with  this  midday  rest.  If  it  be  true,  as  I 
think  it  is,  that  no  child  should  have  a  meal  at  night 
immediately  before  going  to  bed,  the  physiological 
reason  for  this,  to  wit  the  diminished  motility  of  the 
stomach  during  sleep  and  the  consequent  prolonged 
retention  of  food  in  the  stomach,  holds  good  also  for 
the  midday  rest.  Even  if  a  child  does  not  sleep  at 
this  time,  I  doubt  whether  it  is  wise  to  make  him  lie 
down  directly  after  the  midday  meal:  I  think  that 
the  passage  of  food  out  of  the  stomach,  and  certainly 
the  prevention  of  flatulence  in  the  stomach,  are 
favoured  by  the  erect  position  and  by  moderate 
exercise  ;  so  that  it  is  probably  wise  to  let  a  child  play 
at  will  for  some  time  after  the  midday  meal,  rather 
than  make  him  at  once  'sit  quietly’  or  lie  down. 

The  ideal  arrangement,  in  my  opinion,  is  for  the 
sleep  or  recumbency  to  be  from  about  12.15  to 
1.15  p.m.,  leaving  the  child  about  a  quarter  of  an 
hour  to  be  up  and  about  before  the  midday  meal  at 
1.30.  If  sleep  extends  right  on  to  the  time  of  the 
meal,  the  child  is  apt  to  wake  with  the  feeling  of 
‘  sleep  in  his  mouth  ’  and  have  little  appetite  for  his 
dinner. 

In  health  the  eyes  are  completely  closed  during 
sleep,  but  in  infants  and  young  children  one  of  the 
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indications  of  severe  illness  is  sleeping  with  the  eyes 
more  or  less  open.  But  this  statement  needs  quali¬ 
fication,  for  children  who  are  lacking  in  muscular 
vigour  from  any  cause,  for  instance,  from  chronic 
indigestion,  will  sometimes  sleep  with  the  eyes  half 
open,  and  more  acute  indigestion  may  have  the  same 
effect. 

The  new-born  infant  sleeps  with  its  arms  flexed 
and  the  clenched  fists  drawn  up  under  the  chin ;  the 
thighs  and  knees  also  are  flexed.  It  is  good  that  older 
children  should  be  accustomed  to  assume  this  posi¬ 
tion  of  the  arms  when  they  settle  down  in  bed,  for 
apart  from  keeping  the  hands  from  mischievous 
habits,  the  mere  fact  of  associating  a  particular  posi¬ 
tion  with  sleep  tends  to  promote  the  onset  of  sleep. 
Some  children  like  to  pull  the  bed-clothes  over  their 
head  and  over  most  of  their  face  when  going  to  sleep, 
a  habit  which  is  obviously  unwholesome  as  it  inter¬ 
feres  with  the  breathing  of  fresh  air. 

Children  vary  greatly  in  the  profoundness  of  their 
sleep,  partly,  no  doubt,  as  a  result  of  differences  of 
environment.  The  child  who  has  been  accustomed  to 
disregard  a  noisy  surrounding  and  fall  asleep  in  spite 
of  it,  will  sleep  through  noises  which  would  imme¬ 
diately  wake  another  child  accustomed  to  a  hushed 
and  quiet  room.  I  have  often  thought  that  the  child 
is  fortunate  who  from  infancy  has  been  habituated 
to  sleep  amidst  the  coming  and  going  of  people  and 
the  unsubdued  noises  of  an  active  household. 

In  illness  the  sound  sleep  of  a  child  may  offer 
valuable  opportunity  for  procedures  which  otherwise 
might  be  difficult.  Many  a  time,  when  I  have  been 
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called  to  see  a  child  I  have  arrived  to  find  that  he  is 
asleep,  and  some  one,  anxious  to  help,  has  imme¬ 
diately  suggested  waking  the  child,  the  very  anti¬ 
thesis  of  what  is  helpful.  Not  only  can  valuable 
information  be  gathered  from  the  child’s  appearance 
and  behaviour  during  sleep,  his  facies,  his  decubitus, 
his  breathing,  his  pulse,  his  restlessness  or  the  reverse, 
but  if  he  is  soundly  asleep  procedures  may  be 
possible  then  which  would  be  far  less  easy  when  he  is 
awake.  Often  I  have  been  able  to  make  a  perfectly 
satisfactory  ophthalmoscopic  examination  of  a  child 
asleep,  and  that  without  any  previous  dilatation  of 
the  pupil.  The  sine  qua  non  of  any  such  examination 
during  sleep  is  the  possession  of  warm  hands  and 
the  gentlest  and  softest  of  touch,  and  added  thereto 
the  patience  that  will  not  be  hurried.  In  deep  sleep  the 
pupils  are  contracted :  as  one  raises  with  one’s  finger 
the  upper  eyelid  sufficiently  to  uncover  most  of  the 
pupil,  the  slight  disturbance  makes  sleep  less  pro¬ 
found  and  the  pupil  dilates.  By  watching  one’s 
opportunity,  and  allowing  the  eyelid  to  close  again 
from  time  to  time  so  that  the  child  may  not  be 
awakened  altogether,  one  can  often  get  repeated 
views  of  the  fundus  and  learn  all  one  needs  to  know 
of  its  appearance. 

Another  procedure  which  in  the  first  two  or  three 
years  of  life  is  sometimes  more  easily  carried  out 
when  the  child  is  asleep  than  when  he  is  awake,  is 
examination  of  the  abdomen.  I  recall  a  child  of 
about  2  years  who  had  shown  abdominal  symptoms 
for  some  weeks ;  any  examination  was  extremely 
difficult  and  the  child  particularly  resented  palpation 
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of  the  abdomen,  so  that  diagnosis  was  still  uncertain. 
At  this  stage  I  was  asked  to  see  the  child,  and  having 
heard  of  the  difficulty,  I  arranged  to  see  the  child  at 
night  when  she  was  asleep.  This  solved  the  difficulty 
and  the  diagnosis,  for  without  waking  the  child  one 
could  easily  feel  the  typical  tumour  of  an  intus¬ 
susception  (chronic,  as  it  happened)  hardening  and 
softening  in  the  characteristic  manner  under  one’s 
hand.  In  this  case  I  was  able  also  to  make  a  digital 
examination  of  the  rectum  without  waking  the  child ; 
but  I  do  not  remember  ever  to  have  accomplished 
this  in  any  other  case  during  sleep. 

In  these  days  of  basal  anaesthetics  the  struggling 
terror  of  an  anaesthetic  for  children  can  mercifully 
be  prevented.  In  former  days  usually  one  could  only 
do  one’s  best  to  comfort  and  reassure  a  child  dreading 
an  anaesthetic.  But  here  again  sleep  sometimes 
comes  to  our  aid.  I  remember  a  girl  about  9  years  old 
with  appendicitis:  she  was  a  highly  strung,  nervous 
child  and  one  dreaded  the  scene  which  would  ensue 
when  anaesthetizing  was  begun.  When  the  surgeon 
came  the  child  was  sleeping  soundly  and  it  was  sug¬ 
gested  that  an  attempt  should  be  made  to  anaesthe¬ 
tize  the  child  without  waking  her.  This  was  done 
successfully  and  when  the  child  awoke  after  the 
operation  she  had  no  recollection  whatever  of  having 
had  an  anaesthetic. 

There  are  certain  normal  phenomena  of  sleep 
which  I  have  known  to  create  anxiety  in  those  un¬ 
familiar  with  them.  The  pulse  in  children  who  are 
quite  healthy  is  often  irregular  in  rate  or  rhythm 
during  sleep.  The  respiration  also  is  sometimes  very 
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irregular  in  sleep  and  is  apt  to  show  a  peculiar  type 
of  variation  more  or  less  closely  resembling  the 
Cheyne-Stokes  respiration  which  is  associated  with 
tuberculous  meningitis,  the  breathing  is  in  cycles,  a 
pause,  then  shallow  breathing,  then  deeper  breathing, 
then  shallower  again,  and  then  a  pause,  and  so  on.  It 
is  easy  for  any  one  looking  out  for  these  symptoms 
in  a  child  suspected  of  tuberculous  meningitis  to  be 
misled  by  these  phenomena  when  the  child  is  seen 
while  asleep. 

Curious  sleep -habits  in  children 

Very  odd  are  some  of  the  habits  which  children 
acquire  in  connexion  with  sleep,  particularly  as  a 
means  of  getting  to  sleep.  There  are  some  who  must 
needs  twist  the  corner  of  the  sheet  or  of  the  pillow¬ 
case  into  a  sort  of  'dummy’  and  sucking  this  they 
quickly  fall  asleep.  Some  children  who  are  not  given 
to  thumb -sucking  during  the  day  habitually  go  to 
sleep  sucking  the  thumb.  Others  go  to  sleep  with 
two  or  three  fingers  in  their  mouth.  Bad  habits  are 
these,  for  they  tend  to  make  the  front  teeth  project, 
especially  if  the  habit  persists,  as  it  may  do,  for 
years.  I  have  notes  of  a  girl  who  at  the  age  of  9f 
years  still  went  to  sleep  sucking  the  twisted  corner 
of  a  pocket-handkerchief  as  she  had  done  from  her 
second  year.  Another  girl  who,  if  she  had  ever  sucked 
her  thumb  by  day  had  long  ceased  to  do  so,  at  the 
age  of  9 \  years  still  went  to  sleep  every  night  sucking 
her  thumb.  Some  there  are  who  nightly  croon  them¬ 
selves  to  sleep  with  a  monotonous  almost  humming 
sound,  an  auto -lullaby.  Again,  there  are  some  who 
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in  place  of  lullaby  soothe  themselves  to  sleep  by 
gently  rolling  their  head  upon  the  pillow,  much  to 
the  thinning  of  their  back  hair. 

A  more  unusual  habit  is  rocking  of  the  body.  The 
child  sits  up  in  bed  rocking  himself  monotonously  to 
and  fro,  and  sometimes  at  the  same  time  croons  to 
himself  such  a  lullaby  as  I  have  already  described. 
The  movement  continues  even  when  the  child  is 
half  asleep  but  sooner  or  later  the  child  lies  down 
and  settles  off  to  quiet  sleep.  Such  habits  may  persist 
for  a  long  time :  a  boy  who  began  this  habit  of  rocking 
himself  to  sleep  and  humming  to  himself  the  while 
when  he  was  18  months  old,  was  still  doing  it  each 
night  at  the  age  of  6|  years. 

Some  children  rock  themselves  to  and  fro,  lying 
face  downward  on  knees  and  elbows,  and  so  fall 
asleep,  a  movement  not  to  be  confused  with  the 
variety  of  masturbation  in  which  the  child,  face 
downward,  rubs  the  genitals  against  the  bedclothes. 

These  habits  for  the  induction  of  sleep  are  appa¬ 
rently  discovered  by  the  child  himself.  Their  resem¬ 
blance  to  the  methods  used  from  time  immemorial 
to  lull  babies  to  sleep  must  be  more  than  accidental : 
there  is  a  physiological  basis,  to  some  extent  traced 
by  the  researches  of  Pavlov,  for  the  sleep -inducing 
effect  of  these  monotonous  movements  and  sounds. 
Mothers  are  well  aware  that  a  baby  can  often  be 
quieted  to  sleep  by  the  mere  action  of  sucking  at  the 
breast,  although  the  infant  may  be  drawing  no  milk ; 
and  nurses  and  mothers  alike  are  tempted  to  dandle 
a  wakeful  baby  to  sleep  in  their  arms  since  the  old- 
time  rocking-cradle  has  fallen  into  disuse.  Perhaps 
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the  rocking-cradle  deserved  all  the  abuse  it  received 
from  a  writer  as  far  back  as  the  eighteenth  century. 
'As  to  rocking  children,’  wrote  Dr.  Hugh  Smith  in 
1772,  'the  custom  is  altogether  absurd.  He  was  an 
ingenious  man  who  invented  a  mousetrap,  though 
none  but  a  fool  first  thought  of  a  cradle :  it  was  cer¬ 
tainly  invented  to  save  the  attendants  trouble,  for 
which  by  the  bye  they  suffer  more  in  return.  I  never 
permitted  a  cradle  to  disgrace  my  nursery/  Any 
such  method  does  indeed  make  a  slave  of  the  nurse 
or  the  mother,  for  the  baby  becomes  dependent  upon 
such  modes  of  inducing  sleep. 

The  habit  of  going  to  sleep  in  the  knee-elbow  posi¬ 
tion,  apart  from  rocking,  is  often  an  indication  of 
some  abdominal  disorder.  It  is  seen  mostly  in  little 
children  of  18  months  to  3  years,  and  I  have  noticed 
it  chiefly  in  children  with  some  chronic  digestive 
disturbance,  often  with  a  certain  amount  of  abdomi¬ 
nal  distension.  It  occurs  sometimes  with  tuberculous 
peritonitis.  The  explanation  probably  is  the  increase 
of  comfort  when  the  pressure  of  the  abdominal 
viscera  is  by  this  position  taken  off  the  diaphragm 
and  thrown  upon  the  yielding  anterior  abdominal 
wall ;  this  easily  bulges  forward  allowing  the  abdomi¬ 
nal  contents  to  fall  away,  so  to  speak,  from  the 
diaphragm,  so  that  respiration  is  made  more  comfort¬ 
able.  In  a  similar  unconscious  effort  to  obtain  the 
position  of  greatest  comfort  most  children,  as  well 
as  adults,  sleep  on  the  right  side  so  that  the  heavy 
liver  is  supported  by  the  ribs  of  that  side  and  any 
drag  is  avoided.  This  position  has  also  the  advantage 
of  assisting  the  flow  of  food  out  of  the  stomach. 
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Sleep  disorders 

To  ‘sleep  like  a  child5  implies  that  tranquil  un¬ 
broken  sleep  is  one  of  the  characteristics  of  childhood. 
And  so  it  should  be,  but  some  children,  like  older  folk, 
suffer  from  sleeplessness,  never  perhaps  complete  ex¬ 
cept  in  very  grave  illness,  such  as  the  most  acute 
forms  of  diarrhoea  in  infancy  when  it  is  3  symptom 
of  the  blackest  prognostic  significance,  or  in  condi¬ 
tions  where  constant  pain  prevents  sleep. 

To  lie  awake  for  an  hour  or  two  after  going  to  bed 
is  more  common,  and,  as  in  adults,  easily  becomes  a 
troublesome  habit.  Children,  especially  at  the  school- 
age,  are  not  altogether  devoid  of  that  ‘watching  care 
which  will  not  let  a  man  slumber 5 ;  they  have  their 
childish  anxieties  and  brooding  thoughts  which  will 
not  be  silenced. 

In  infancy  there  are  some  who  from  the  very  be¬ 
ginning  sleep  much  less  soundly  and  less  continuously 
than  most  infants  do.  Some  babies  towards  the  end 
of  the  first  year  will  sit  up  in  their  cot  for  an  hour  or 
even  two  hours  in  the  middle  of  the  night,  quietly 
playing  or  talking  in  their  baby  way,  and  next  morn¬ 
ing  seem  as  bright  and  happy  as  if  they  had  had  a 
perfect  night’s  sleep. 

Generally,  I  think,  a  tendency  to  sleeplessness  in 
infancy  is  an  indication  of  a  sensitive  nervous  tem¬ 
perament.  Such  infants,  when  dentition  comes  along, 
sometimes  sleep  so  little  that  recourse  must  needs  be 
had  to  bromide  or  some  other  sedative.  Before  doing 
this,  however,  it  is  always  well  to  look  round  for 
some  removable  cause,  such  as  faulty  feeding  or 
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indigestion.  Underwood  in  his  Treatise  on  the  Diseases 
of  Children ,  in  1784,  points  out  that  sleeplessness  in 
childhood,  and  particularly  in  infancy,  is  often  due 
to  constipation,  and  tells  how  successfully  it  might 
sometimes  be  treated  by  a  simple  aperient  followed 
by  a  carminative.  ‘Sometimes  indeed,  this  method 
succeeded  so  well  when  given  in  large  doses  that  I 
have  been  suspected  of  having  given  some  narcotic 
medicine,  which  would  in  these  cases  prove  ex¬ 
ceedingly  hurtful,  as  the  watchfulness  is  a  mere 
symptom  and  not  a  disease.5  Wise  words  which  will 
bear  repeating  to-day. 

A  common  association  with  insomnia,  both  in  in¬ 
fancy  and  in  later  childhood,  is  flatulence.  At  all 
ages  ‘sound  sleep  cometh  of  moderate  eating5,  and 
not  only  of  moderate  eating  but  of  proper  food  at 
proper  times.  There  is  an  insomnia  of  emptiness  as 
well  as  an  insomnia  of  fullness.  Some  children  will 
sleep  better  if  a  small  cup  of  some  warm  drink  such 
as  Benger’s  Food  or  Ovaltine  or  warm  diluted  milk 
is  given  with  a  biscuit  when  they  go  to  bed,  but  for 
the  majority  I  think  the  best  regime  is  a  substan¬ 
tial  tea — ‘  high  tea 5  for  the  older  children,  including 
perhaps  egg  in  some  form  or  fish  or  potted  meat — 
at  5  to  6  p.m.,  and  nothing  later.  This  arrange¬ 
ment  allows  time  for  the  stomach  to  have  passed  on 
most  of  its  contents  before  the  child  goes  to  bed. 
From  observation  of  a  very  large  number  of  children 
at  the  school-age  I  feel  sure  that  up  to  the  age  of 
14-15  years  dinner  at  7-8  p.m.,  especially  at  the 
later  hour,  is  harmful ;  the  child’s  sleep  after  it  is  less 
refreshing  than  it  should  be,  and,  as  a  result,  the 
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child  becomes  pale  and  lacking  in  energy,  and  often 
has  little  appetite  for  breakfast  which  is  an  impor¬ 
tant  meal.  Grown-ups  often  do  not  realize  that  what 
may  be  suitable  for  persons  who  go  to  bed  at  10- 
11  p.m.  may  be  quite  unsuitable  for  those  whose 
bed-time  should  be  8-9  p.m. 

Amongst  the  causes  of  sleeplessness  must  be  reck¬ 
oned  cold  and  heat.  The  child  with  insufficient 
covering  and  cold  feet  may  lie  awake  for  this  reason, 
and  the  treatment  needed  may  be  warm  bedsocks  or 
a  hot- water  bottle  (carefully  enclosed  in  some  case  of 
flannel  or  blanket  so  that  there  may  be  no  risk  of 
scalds)  and  perhaps  another  blanket  or  an  eider: 
more  common,  I  think,  is  sleeplessness  from  excessive 
warmth  whether  of  bedclothing  or  of  atmosphere. 

Anything  which  interferes  with  free  and  easy  re¬ 
spiration  is  apt  to  produce  restlessness  in  sleep.  This 
is  one  of  the  ill  effects  of  enlarged  tonsils  and  ade¬ 
noids:  the  obstructed  and  laboured  respiration  pre¬ 
vents  sound  sleep,  the  child  tosses  from  side  to  side, 
trying  in  vain  to  find  some  position  of  comfort  and 
perhaps  lies  with  his  head  thrown  back  and  mouth 
open,  snoring  loudly  and  waking  with  a  start  from 
time  to  time.  No  wonder  the  child  looks  pale  and 
lacks  concentration  and  energy  in  the  morning. 

Excitement  will  produce  in  many  children  a  greater 
or  less  degree  of  sleeplessness,  or  it  may  disturb  the 
soundness  of  sleep  giving  rise  to  restlessness,  twitch¬ 
ing,  sleep -talking,  or  somnambulism. 

Intestinal  worry,  whether  it  be  from  undigested 
food  or  worms  or  chronic  intestinal  catarrh,  disturbs 
and  troubles  the  calm  peacefulness  of  sleep.  One 
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indication  of  such  disturbance  is  grinding  of  the 
teeth,  which  though  not  exclusively  occurring  during 
sleep,  is  much  commoner  then  than  during  waking 
hours.  It  is  a  popular  notion  that  this  usually  means 
worms  in  the  intestine,  and  so  it  may  do,  but  any 
other  form  of  irritation  in  the  bowel  produces  it, 
and  sometimes  it  is  due  to  worry  of  the  gums  by  the 
first  or  second  dentition. 

Night-terrors  are,  I  suppose,  the  most  impressive 
of  the  sleep  disturbances  in  childhood.  The  staring 
eyes  that  gaze  at  some  terrifying  vision  but  show  no 
recognition  of  realities  around,  the  shrinking,  trem¬ 
bling  child,  perhaps  starting  up  in  bed  or  crouching  in 
a  corner  of  the  room  with  the  sweat  of  terror  upon 
his  forehead,  the  scream  of  agonized  fear  lest  the 
horror  he  sees  should  reach  him,  the  imploring  cry 
‘Take  it  away’,  ‘Don’t  let  it  come’,  all  make  one  of 
the  most  distressful  of  scenes.  But  it  is  all  forgotten 
in  the  morning  and  is  rather,  as  I  have  termed  it,  a 
‘scene’,  than  an  occasion  of  real  suffering;  indeed, 
except  for  the  distress  it  causes  to  those  who  see  it, 
it  has  little  more  importance  than  a  dream  or  a 
nightmare. 

I  have  taken  from  my  records  notes  of  150  children 
with  night-terrors.  There  were  82  boys  and  68  girls. 
The  earliest  age  of  onset  was  10  months,  in  one  it 
was  at  20  months,  in  another  at  21  months,  and  I 
have  notes  of  ten  cases  in  which  the  night-terrors 
began  between  2  and  3  years  of  age.  The  usual  age 
of  onset  seems  to  be  between  5  and  7  years  of  age. 
In  this  series  there  were  very  few  children  over 
12  years  old,  the  oldest  was  15  years;  it  would  seem 
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to  be  very  exceptional  for  night-terrors  to  occur  in 
children  as  old  as  this. 

In  most  cases  the  night-terrors  occur  once  or  twice 
a  week  for  a  few  weeks,  corresponding  no  doubt  to 
the  duration  of  the  exciting  cause,  or  there  may  be 
a  single  attack  associated  with  some  transient  febrile 
illness.  Usually  there  is  only  one  attack  in  a  night, 
commonly  about  J-2  hours  after  the  child  has  gone 
to  sleep:  but  in  four  cases  it  occurred  twice  in  a 
night,  in  four  cases  three  times  in  a  night,  and  in  one 
four  times  in  a  night.  If  the  child  has  a  midday  sleep 
similar  attacks  may  occur  then;  this  happened  in 
five  of  this  series,  and  in  one  of  these  five  there  were 
two  attacks  during  one  midday  sleep.  Obviously  the 
term  ‘  night-terror  5  is  inapplicable  to  such  cases,  and 
‘  sleep -terror 5  would  be  a  more  comprehensive  term, 
covering  both  the  day  and  night  attacks ;  and  more¬ 
over  would  prevent  confusion  with  the  much  rarer 
phenomenon  'day-terror5,  in  which  attacks  very 
similar  in  their  symptoms  occur  in  a  waking  child, 
sometimes  in  the  midst  of  his  play  (vide  p.  87). 

The  two  outstanding  causes  of  night-terrors  are 
irritation  in  the  alimentary  tract,  whether  from  in¬ 
digestion,  an  overloaded  stomach,  constipation,  or 
threadworms,  and  obstruction  of  respiration,  usually 
by  enlarged  tonsils  and  adenoids.  But  emotional 
disturbance  can  also  cause  night-terrors ;  I  have  notes 
of  several  cases  in  which  night-terrors  began  directly 
after  the  operation  for  removal  of  tonsils  and  ade¬ 
noids,  in  one  child  they  occurred  every  night  for  a 
month  after  the  operation ;  in  another  for  four 
months,  but  not  every  night.  In  one  child  the  first 
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occurrence  of  night-terrors  seemed  to  be  due  to  the 
shock  of  being  knocked  down  by  a  motor-car,  in 
another  to  fright  from  a  clown  at  a  fair,  in  another  to 
seeing  a  street  accident ;  occasionally  anxiety  over 
school  lessons  seemed  to  be  the  cause.  In  some 
children  a  high  temperature  from  any  cause  will 
produce  a  night-terror,  as  in  others  it  will  produce  a 
convulsion. 

Various  observers  have  described  the  passing  of 
a  large  quantity  of  limpid  urine  after  a  night -terror. 
I  cannot  say  that  I  have  ever  observed  or  noted  this. 
I  have  notes  of  several  cases  in  which  the  child  with 
night -terrors  was  also  a  sufferer  with  enuresis,  but 
only  in  one  case,  a  girl  of  3  years,  did  the  inconti¬ 
nence  of  urine  occur  during  the  night-terror.  In 
three  cases  there  was  vomiting  towards  the  end  of  a 
night-terror. 

The  visionary  object  of  his  terror  is  often  named 
by  the  child  in  his  cries ;  one  child  screamed  of  horses 
coming  after  him,  another  of  a  ‘wolf  coming  up¬ 
stairs’,  another  of  a  ‘man  on  the  roof’,  another  of 
‘blue  things  that  move  on  the  wall’,  in  fact  the 
repertory  of  night-terrors  is  almost  as  varied  as  that 
of  dreams. 

If  one  can  wake  the  child  sufficiently  to  recognize 
his  surroundings,  the  fears  are  quickly  soothed  and 
the  child  falls  asleep  again  and  usually  remembers 
nothing  of  the  occurrence  next  morning,  but  the 
sleep  in  night -terrors  is  often  profound  and  it  takes 
some  effort  to  recall  the  child  to  waking  conscious¬ 
ness.  In  the  case  of  a  boy  aged  8f  years  it  took  about 
fifteen  minutes  with  various  disturbing  measures, 
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including  sponging  his  face  with  cold  water,  before 
he  could  be  awakened  in  his  night-terror. 

The  treatment  of  night-terrors  is  simple  in  theory. 
The  causes  are  often  removable,  and  sometimes  some 
very  simple  alteration  of  regime  suffices.  In  the  case 
of  a  boy,  aged  11  years,  who  was  a  very  heavy  eater, 
stopping  suppers  stopped  the  night-terrors ;  a  boy  of 
5f  years  ceased  to  have  night-terrors  when  a  drink 
of  milk  on  going  to  bed  was  stopped ;  in  the  case  of 
an  excitable  boy  of  6  years  stopping  games  in  the 
evening  diminished,  though  it  did  not  completely 
check,  the  night-terror.  But  more  often  the  treat¬ 
ment  is  not  so  quickly  effective,  a  disordered  diges¬ 
tion  has  to  be  coaxed  back  to  better  ways,  the  child 
long  habituated  to  mouth-breathing  does  not  breathe 
normally  at  once  when  the  tonsils  and  adenoids  have 
been  removed.  In  fact,  whilst  we  are  trying  to  re¬ 
move  the  cause  we  may  be  obliged  to  treat  the  symp¬ 
tom,  and  sedatives  in  some  form  may  be  needed ; 
bromide,  phenazone,  chloral,  luminal,  all  these  have 
been  used.  My  own  preference  is  for  a  combination 
of  bromide  with  phenazone,  1-2  grains  of  the  latter 
with  as  little  bromide  as  will  serve,  given  three  times 
daily ;  if  there  is  digestive  trouble  liquid  taka- 
diastase  can  be  added  and  is  of  definite  value  in 
these  cases. 

A  common  happening,  especially  in  childhood,  is 
talking  in  sleep.  Usually  it  occurs  apart  from  other 
disturbance,  but  sometimes  it  is  associated  with  a 
night-terror,  and  sometimes  with  somnambulism. 
The  youngest  case  in  which  I  have  noted  it,  was  an 
infant  6  months  old,  who  in  its  sleep  talked  volubly 


OF  SLEEP 


127 


in  its  pretty  baby  language.  A  boy,  aged  2\  years, 
who  talked  in  his  sleep,  said,  ‘Get  down’,  ‘Want 
puffer  ’.  The  school  child  often  talks  of  his  ‘  sums  ’  or 
whatever  of  his  lessons  is  most  upon  his  mind.  The 
talking  is  sometimes  rather  mumbled  and  indistinct, 
but  often  is  quite  plain.  The  sleeping  child  sometimes 
seems  to  apprehend  dimly  what  is  said  to  him  and 
may  even  answer  a  question. 

From  of  old  the  possibility  of  revelations  by  talking 
in  sleep  has  figured  in  literature.  Lucretius,  in  his 
De  Rerum  Natura,1  says : 

Oft  talking  in  his  sleep  hath  one  himself  betrayed 
Or  in  the  ravings  of  disease,  and  deeds  of  shame 
Long  hidden  hath  revealed,  and  brought  foul  crime  to 
light. 

It  is  by  talking  in  her  sleep  that  Lady  Macbeth  be¬ 
trays  the  secret  of  Banquo’s  murder.  Children,  hap¬ 
pily,  are  not  likely  to  have  any  very  serious  misdeeds 
to  reveal,  but  the  subject-matter  of  their  talk  in 
their  sleep  may  sometimes  give  a  useful  clue  to  their 
small  but  very  real  worries:  the  obstinate  ‘sums’ 
that  will  not  come  right,  the  unwise  story  which  we 
thought  had  scarcely  been  noticed,  the  sensational 
pictures  which  we  had  forgotten. 

Talking  in  sleep  is  an  indication  of  a  restless  mind. 
It  is,  I  think,  more  often  of  purely  psychical  origin 
— I  mean  the  result  of  mental  strain  or  excitement — 
than  are  night-terrors,  which  have  mostly  a  physical 

1  Quippe  ubi  se  multi  per  somnia  saepe  loquentes 
Aut  morbo  delirantes  protraxe  ferantur 
Et  celata  mala  in  medium  et  peccata  dedisse. 

Lucretius,  De  Rerum  Natura,  v.  1158. 
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basis ;  but  to  some  extent  the  same  causes  are  opera¬ 
tive  in  both. 

Closely  connected  with  sleep -talking  is  the  sudden 
cry,  sometimes  almost  a  scream,  or  a  shout,  which 
some  children  give  in  their  sleep ;  it  is  usually  an 
isolated  event,  the  child’s  sleep  goes  on  without 
further  interruption. 

The  most  serious  of  sleep  disorders  is  somnambu¬ 
lism,  inasmuch  as  it  is  attended  with  the  possibility 
of  material  damage  done  during  sleep  or  of  bodily 
harm  inflicted  on  the  sleep-walker’s  self  or  on  others. 
Its  dramatic  situations  have  appealed  to  poet  and 
prose-writer  alike.  Lady  Macbeth  walking  in  her 
sleep  and  talking  as  she  goes  is  true  to  the  life ; 
Wordsworth  uses  his  melancholy  fancy  in  his  poem 
‘The  Somnambulist’;  Barham,  in  lighter  vein,  makes 
sleep-walking  the  basis  of  his  Ingoldsby  Legend,  ‘The 
Spectre  of  Tappington’,  and  Cervantes  presents  Don 
Quixote,  sword  in  hand,  slashing  at  wine-skins,  the 
giant  of  his  imagination,  and  all  the  time  so  deeply 
asleep  that  only  a  bucket  of  cold  water  thrown  over 
him  serves  to  wake  him. 

I  have  extracted  from  my  notes  116  cases  of  sleep¬ 
walking  in  childhood:  66  were  boys,  50  girls.  The 
youngest  was  an  infant,  aged  2  years,  who  in  her 
sleep  got  up  and  stood  in  her  cot:  there  were  two 
other  cases  between  the  ages  of  2  and  3  years,  but  the 
large  majority  began  their  sleep -walking  between  the 
ages  of  5  and  9  years. 

Sometimes  somnambulism  amounts  to  nothing 
more  than  getting  out  of  bed  while  asleep,  standing 
as  if  confused  for  a  few  moments,  and  then  getting 
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into  bed  again ;  sometimes  the  sleep-walker  goes  from 
one  room  to  another,  or  up  or  down  stairs,  and  per¬ 
haps  on  waking  cries  with  fear,  finding  himself  in  an 
unusual  place  and  not  knowing  how  he  came  there. 

In  many  cases  the  influence  of  school-anxiety  is  a 
notable  factor  in  sleep-walking.  Sometimes  this  rela¬ 
tion  can  be  gathered  from  talk,  usually  rather  mut¬ 
tered  and  sometimes  incoherent,  during  the  somnam¬ 
bulism.  A  boy,  5  years  old,  as  he  walked  out  of  his 
bedroom  said  that  he  must  fetch  his  grammar  book ; 
a  girl,  aged  10 J  years,  walked  down  a  long  flight  of 
stairs  muttering  in  her  sleep,  CI  want  my  geography 
book,  I  must  find  my  geography  book’ ;  another  girl, 
aged  9  years,  as  she  walked  along  in  her  sleep  talked 
of  having  made  sixteen  mistakes  in  her  knitting  at 
school.  In  two  cases,  at  least,  the  somnambulism 
was  due  to  the  mental  worry  of  school  examinations. 
A  girl,  13 J  years  old,  had  repeatedly  walked  in  her 
sleep,  but  never  during  the  holidays  and  only  when 
school  examinations  were  in  progress ;  on  one  such 
occasion  she  walked  downstairs  in  her  nightdress 
asleep  and  was  found  putting  on  her  outdoor  shoes : 
asked  what  she  was  doing,  she  said :  ‘  I  know  I  shall 
be  late  for  school.’ 

The  association  of  sleep-talking  with  somnambu¬ 
lism  is  seen  in  the  cases  just  mentioned.  The  sleep¬ 
walker  often  seems  to  comprehend  dimly  what  is  said 
to  him,  and  may  answer  a  simple  question.  It  is 
certainly  not  always,  perhaps  not  usually,  advisable 
to  wake  him;  a  quiet  order  ‘Go  back  to  bed’  is 
usually  obeyed  without  waking.  If  waking  is  neces¬ 
sary  it  should  be  as  gradual  and  gentle  as  possible. 

K 
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The  sleep  in  which  somnambulism  occurs  would  seem 
in  some  cases  to  be  profound :  the  cold  air  out  of  doors, 
or  even  a  bright  light  may  not  wake  the  sleep-walker. 
A  boy,  years  old,  who  had  shown  somnambulistic 
tendencies  on  other  occasions,  was  found  one  night 
walking  in  his  sleep  along  the  street  in  which  he 
lived;  another  child  walked  out  into  the  garden. 
Galen  tells  that  he  himself  walked  two  furlongs 
(about  a  quarter  of  a  mile)  in  his  sleep  before  he 
woke.  A  boy,  aged  9J  years,  had  walked  out  of  his 
bedroom  into  the  adjoining  bathroom  and  turned  on 
the  light,  but  was  still  asleep. 

The  sleep-walker  has  his  eyes  open  and  the  pupils 
are  said  to  be  widely  dilated  (if  so,  it  is  the  reverse  of 
their  condition  in  sound  sleep ;  I  have  made  no  ob¬ 
servation  on  this  point  myself) ;  he  avoids  obstacles, 
but  whilst  his  movements  are  normally  co-ordinated, 
the  purpose  of  his  actions  is  only  partially  under  the 
guidance  of  his  highest  cortical  control.  On  the 
theory  adopted  by  Pavlov  ‘inhibition  is  limited  to 
the  confines  of  the  cerebral  hemispheres  and  has  not 
spread  below  over  the  subcortical  centres’,  in  other 
words,  whilst  part  of  the  mind,  the  higher  judicial 
part,  is  asleep,  the  lower  more  mechanical  part  is 
awake.  Hence  come  most  of  the  risks  attaching  to 
somnambulism . 

These  risks  arise  partly  out  of  the  complexity  of 
actions  which  can  be  performed  in  sleep,  but  even 
the  simpler  activities  can  be  dangerous.  One  of  my 
cases  was  a  boy  of  public-school  age  who  had  on 
one  occasion  walked  in  his  sleep  down  two  flights  of 
stairs,  unlocked  a  door,  and,  after  fumbling  about  a 
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bookshelf  as  if  trying  to  find  a  particular  book  in 
which  he  was  interested  and  which  usually  stood 
in  that  place,  retraced  his  steps  and  went  back  to 
bed ;  on  another  occasion,  after  walking  in  his  sleep 
up  a  steep  winding  staircase,  he  had  almost  reached 
the  top  when  he  missed  his  footing  and  fell  from  top 
to  bottom  of  the  stairs.  Sir  James  Goodhart  told  me 
of  a  similar  accident  which  proved  fatal  to  a  child 
sleep-walker. 

I  have  notes  of  cases  in  which  children  climbed  in 
their  sleep.  A  boy  of  6^  years,  who  had  been  a  fre¬ 
quent  sleep-walker  since  the  age  of  4  years,  was  found 
one  night  to  have  left  his  room  and  crawled  under  a 
bed  in  another  room,  but  on  another  occasion  he  had 
climbed  on  to  the  top  of  a  chest  of  drawers  where  he 
was  found  asleep.  A  boy  of  12  years,  whilst  away  at 
the  seaside,  was  found  one  night  attempting  in  his 
sleep  to  climb  up  on  to  the  mantelpiece  of  his  bed¬ 
room,  talking  meanwhile  to  himself  about  ‘  climbing 
the  rocks  to  get  ferns’. 

Obviously  such  clambering  exploits  in  sleep  entail 
some  bodily  risk.  There  are  other  possibilities  of  the 
somnambulistic  state  which  might  easily  have  a 
medico -legal  importance,  and  indeed,  in  the  case  of 
adults,  have  sometimes  figured  in  trials. 

There  are  cases  in  which  an  impulse  of  destruction 
dominates  the  sleep-walker.  Amongst  my  cases  was 
a  girl,  aged  13f,  who  had  walked  in  her  sleep  on 
various  occasions.  One  night  she  got  out  of  bed  in 
her  sleep,  found  a  doll,  poked  its  eyes  out,  broke  its 
arms  off,  and  then  flung  its  clothes  about  the  room — 
a  childish  outburst  of  destruction  which  was  of  no 
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serious  importance.  But  compare  with  it  the  case  of 
a  man  who,  according  to  the  evidence  given  at  the 
trial  and  accepted,  was  suffering  from  somnambu¬ 
lism  when  he  murdered  his  child  by  banging  it 
against  the  wall.1 

This  destructive  impulse  was  seen  in  another  of 
my  cases ;  a  girl,  aged  13  years,  walked  downstairs  in 
her  sleep  and  was  found  by  the  maids  when  they 
came  down  in  the  morning  lying  asleep  on  the  floor. 
When  the  child  came  that  morning  to  look  at  a  new 
dress  which  she  had  in  her  room  she  found  it  slashed 
and  cut  about  as  if  with  deliberate  intent  to  destroy 
it.  The  presumption  was  that  the  child  during  her 
somnambulism  had  cut  the  dress  to  pieces. 

Another  case  was  of  interest  in  relation  to  its  pos¬ 
sible  medico-legal  importance  for  an  adult.  A  boy, 
about  10  years  of  age,  walked  in  his  sleep  out  of  his 
own  room  into  his  sister’s  room  and  tried  to  get  into 
her  bed.  When  asked  what  he  wanted,  he  replied  in 
a  dreamy  way  that  he  was  going  to  ‘  clear  crumbs  out 
of  the  bed’.  A  similar  occurrence  in  a  young  man, 
who  put  on  his  trousers  and  shirt  in  his  sleep  and 
then  walked  into  a  room  occupied  by  a  girl  in  the 
house  and  got  into  her  bed,  led  to  a  trial  at  the 
Assizes,  where  evidence  was  given  that  the  man  was 
a  sufferer  from  sleep-walking,  and  he  was  acquitted.2 

One  of  my  cases  was  of  interest  as  tending  to  con¬ 
firm  the  dream  origin  of  some  cases  of  enuresis.  A 
boy,  aged  7f  years,  who  walked  in  his  sleep  every 
few  weeks,  had  on  several  occasions  during  his  som- 

1  McFall,  Text-book  of  Forensic  Medicine,  9th  edit.,  p.  218. 

2  Glaister,  Medical  Jurisprudence,  5th  edit.,  p.  638. 
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nambulism  stopped  and  micturated  against  the  wall 
of  the  room. 

Somnambulism  is  in  most  cases  a  stray,  sometimes 
a  single,  event ;  in  several  of  my  cases  it  occurred  only 
once  or  twice  in  several  years,  but  in  some  it  hap¬ 
pened  every  few  weeks,  and  in  some,  as  happens 
sometimes  with  night-terrors,  there  was  recurrence 
every  night  for  a  week  or  longer.  Very  rarely  the 
sleep-walking  recurs  several  times  in  the  same  night ; 
a  boy  aged  6  years  walked  in  his  sleep  three  times  in 
one  night ;  another  boy,  aged  6J  years,  walked  in  his 
sleep  four  times  before  midnight ;  a  boy  of  10§  years 
seven  times  in  one  night. 

The  tendency  to  somnambulism  becomes  less,  and 
in  many  cases  ceases  altogether,  after  puberty. 

I  have  noted  only  in  a  few  cases  the  time  of  night 
at  which  the  sleep-walking  occurred :  I  think  that  it  is 
less  closely  associated  with  the  first  2  to  3  hours  of 
sleep  than  are  night -terrors.  In  some  children,  cer¬ 
tainly,  it  is  more  prone  to  occur  in  the  later  part  of 
the  night:  a  boy,  aged  12  years,  was  said  never  to 
walk  in  his  sleep  in  the  earlier  part  of  the  night  but 
always  about  2  to  4  a.m. ;  in  another  boy  also  it 
occurred  about  this  time. 

It  has  been  stated  of  sleep-walkers  that  they  had 
no  recollection  next  morning  of  their  activities  during 
their  sleep,  but  this  is  certainly  not  always  so.  Some¬ 
times,  as  a  dream  is  remembered,  so  the  somnambu¬ 
list,  on  waking,  can  remember  in  a  vague  way  what 
he  was  doing  or  trying  to  do  in  his  sleep.  Perhaps  it 
is  where  this  remembrance  is  present  that  the  mental 
suffering  caused  by  somnambulism  is  at  its  worst. 
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The  horrible  dread  of  each  night,  with  its  possibility 
of  uncontrolled  impulse  to  strange  activities  in  sleep, 
is  something  which  only  those  who  have  been  through 
it  can  realize. 

I  have  mentioned  incidentally  the  relation  of 
school-worry  to  sleep-walking.  Charles  West,  the 
founder  of  the  Children’s  Hospital,  Great  Ormond 
Street,  says  of 4  the  greater  degrees  of  somnambulism  ’ 
in  childhood,  'I  have  always  found  them  dependent 
on  undue  mental  work,  not  always  indeed  on  the 
task  being  excessive,  but  sometimes  on  the  over¬ 
anxiety  of  the  child  to  make  progress  ’.  If  for  ‘always5 
one  might  substitute  ‘often’,  my  experience  would 
be  much  like  that  of  West.  But  there  are  certainly 
other  factors ;  there  is  the  underlying  nervous  tem¬ 
perament — I  prefer  the  term  ‘nervous’  in  this  con¬ 
nexion  to  ‘neuropathic5.  Again  and  again  the  child 
who  walked  in  his  sleep  was  one  who  had  had,  or 
still  had,  habit-spasm.  I  have  been  particularly  im¬ 
pressed  also  with  the  frequent  history  of  headaches, 
and  a  large  proportion  of  the  children  were  described 
as  ‘very  excitable5. 

The  two  factors  which  play  so  large  a  part  in 
causing  night-terrors,  digestive  disturbance  and  ob¬ 
structed  respiration,  figured  much  less  in  somnambu¬ 
lism  in  which  the  determining  factors  seem  to  be 
more  psychical  than  physical. 

For  the  child  who  is  known  to  be  a  sleep-walker  it 
is  wise,  as  a  precaution,  to  accustom  him  to  sleep 
with  some  restraining  contrivance  to  prevent  his 
getting  out  of  bed.  A  wide  belt  of  webbing  across 
the  front  of  the  chest,  with  arm-holes  through  which 
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is  passed  at  the  back  of  the  chest  a  separate  band  of 
webbing  to  be  fastened  under  the  bed,  or  some  such 
device,  may  be  used,  allowing  the  child  as  free  move¬ 
ment  in  bed  as  is  consistent  with  preventing  his 
getting  out. 

Often,  however,  a  short  course  of  sedative  medi¬ 
cine  will  stop  the  sleep-walking.  A  mixture  of  arsenic 
and  bromide  was  successful  in  some  of  my  cases. 
I  have  also  found  effective  a  prescription  of  R  Liq. 
Arsenicalis  TTjiss,  Pot.  Brom.  gr.  v,  Pot.  Citrat.  gr.  v, 
Spirit.  Vini  Rect.  npv,  Decoct.  Aloes  Co.  n\xxx,  Aq. 
ad  3h  ter  die  for  a  child  8-10  years  old.  No  doubt 
other  sedatives  may  work  as  well.  In  any  case  such 
medicines  should  be  reduced  gradually  in  quantity 
and  frequency  and  so  discontinued  as  soon  as  possible. 

It  is  perhaps  worth  while  to  mention  here  the 
occurrence  of  sleep -tetany  in  a  child.  It  is  certainly 
no  common  happening  but  may  be  less  rare  than  my 
single  observation  would  suggest.  It  was  in  a  school¬ 
girl,  about  10  years  old.  I  happened  to  see  her  asleep 
at  night  with  her  hands  in  the  characteristic  position 
of  tetany  as  seen  in  younger  children  with  rickets  and 
spasmophilia.  The  spasm  did  not  appear  to  cause  pain, 
for  the  child  was  sleeping  soundly:  she  was  not  sub¬ 
ject  to  tetany  when  awake.  It  has  been  stated  that 
children  sometimes  show  the  spasm  of  tetany  at  the 
moment  of  waking ;  I  have  not  myself  observed  it. 

Abnormal  sleep 

Can  a  healthy  child  sleep  too  much  ?  I  know  of  no 
evidence  that  this  is  possible.  I  have  already  quoted 
Chesterfield’s  advice  to  his  son,  aged  17 \  years,  that  he 


136  COMMON  HAPPENINGS  IN  CHILDHOOD 


should  allow  ‘  six  or  at  most  seven  hours 5  for  sleep ; 
‘more  ’,  he  says,  ‘is  only  laziness  and  dozing,  and  is,  I 
am  persuaded,  both  unwholesome  and  stupefying’. 

Apart  from  the  fact  that,  according  to  modem 
views,  a  lad  at  that  age  requires  about  nine  hours 
sleep,  the  statement  that  prolonged  sleep  is  ‘stupe¬ 
fying’  at  any  age  is,  I  think,  entirely  contrary  to 
experience.  I  am  far  more  inclined  to  agree  with 
John  Locke,  who,  in  his  Thoughts  on  Education 
(1693),  wrote:  ‘Of  all  that  looks  soft  and  effeminate 
nothing  is  more  to  be  indulg’d  Children  than  Sleep. 
In  this  alone  they  are  to  be  permitted  to  have  their 
full  Satisfaction,  nothing  contributing  more  to  the 
Growth  and  Health  of  Children  than  Sleep.’ 

But  there  are  conditions  in  which  sleep  becomes 
morbid  either  by  its  excessive  duration  or  by  the 
times  and  frequency  of  its  occurrence.  I  have  some¬ 
times  been  consulted  about  what  was  thought  to  be 
excessive  sleepiness  in  the  newborn:  the  infant  has 
slept  so  continuously  for  the  first  week  or  ten  days 
after  birth  that  feeding  was  a  difficulty ;  it  was  only 
just  possible  by  much  effort  to  rouse  the  baby  to 
suck  and  the  mother  has  become  alarmed  lest  there 
should  be  some  brain  affection  or  injury.  Such  a 
state  has  seemed  to  be  only  an  exaggeration  of  the 
normal  somnolence  of  the  newborn,  and  has,  so  far 
as  I  know,  no  ill  effects. 

I  have  notes  of  two  cases  in  which  exertion  at  any 
time  of  day  brought  on  sleep.  One  was  a  girl,  aged 
13  years,  in  whom  either  physical  or  mental  exertion 
would  sometimes  induce  sleep  in  the  day-time  with 
an  ease  which  seemed  unnatural.  The  other  was  a 
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boy,  aged  nearly  12  years:  if  he  was  kept  at  some 
absorbing  mental  exertion,  for  instance,  a  problem  in 
mathematics,  for  more  than  a  quarter  of  an  hour, 
his  eyelids  gradually  closed  and  he  would  sleep  for 
about  half  an  hour ;  if  he  was  roused  before  this  time 
he  would  fall  asleep  again.  This  never  occurred  apart 
from  some  obvious  mental  effort ;  physical  exertion 
had  no  such  effect.  This  tendency  had  passed  off 
completely  when  I  saw  him  eleven  months  later, 
except  that  on  one  occasion  the  mental  exertion  of 
some  arithmetic  lesson  had  again  sent  him  to  sleep. 

So  far  as  could  be  judged  from  the  history  (given 
to  me  in  the  latter  case  by  the  schoolmaster  who  had 
observed  the  boy)  the  sleep  was  in  both  cases  natural 
in  its  character  and  neither  due  to  malingering  nor 
to  masked  epilepsy.  Somewhat  similar  cases  have 
been  described  as  ‘narcolepsy5,  and  it  has  been  said 
that  treatment  with  ephedrine  or  with  benzedrine 
sulphate  does  good;  I  have  no  experience  of  this 
treatment  myself. 

A  tendency  to  fall  asleep  in  the  day-time,  much 
more  readily  than  a  healthy  child  should,  is  not  un¬ 
common  after  any  acute  illness.  A  girl  of  14  years 
was  brought  to  me  with  the  story  that  she  had  had 
influenza  recently,  and  during  convalescence  from 
this  she  had  not  only  slept  for  a  long  time  at  night, 
but  for  some  days  kept  falling  asleep  during  the  day 
also.  A  boy  of  6f  years  who  had  recently  had  mumps 
was  so  heavy  with  sleep  that  he  would  lie  down  on 
the  floor  and  go  to  sleep. 

Various  forms  of  toxaemia  produce  an  unnatural 
degree  of  sleepiness.  I  have  noticed  it  specially  in 
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association  with  so-called  4  acidosis 5  or  £  cyclic  vomit¬ 
ing  \  It  is  sometimes  the  first  indication  of  a  coming 
attack.  A  girl,  aged  4  years,  was  brought  to  me 
for  recurring  attacks  of  prolonged  sleep.  She  had 
slept  continuously  for  36  hours  with  only  occasional 
momentary  rousing  to  drink,  after  which  she  would 
fall  asleep  again.  After  this  long  period  of  sleep  she 
would  wake  and  vomit  repeatedly. 

Chronic  uraemia,  not  a  common  condition  in  child¬ 
hood,  sometimes  shows  somnolence  as  a  striking  fea¬ 
ture.  A  boy  of  about  8  years  was  in  my  ward  with 
chronic  nephritis ;  he  was  quite  clear-minded  and 
bright  in  his  talk  when  awake,  but  his  difficulty  was 
to  keep  awake ;  he  was  constantly  falling  asleep,  and 
even  during  his  meals  would  pause  repeatedly  over¬ 
come  by  sleep  in  the  act  of  eating  or  raising  his  cup 
to  his  mouth. 

I  shall  mention  here  the  somnolence  which  goes 
with  fever.  The  differences  in  the  effect  of  fever 
upon  different  individuals,  both  in  adult  life  and  in 
childhood,  have  always  seemed  to  me  very  remark¬ 
able.  In  one  child  fever  jper  se,  even  when  high,  pro¬ 
duces  no  obvious  effect,  in  another  even  a  mild  rise 
of  temperature  causes  headache ;  in  another  a  high 
temperature  has  an  exciting  effect,  the  child  is 
flushed,  eager,  and  talkative ;  in  another  it  produces 
night-terror,  convulsions,  or  delirium  ;  whilst  in  many 
cases  it  causes  drowsiness,  the  feverish  child  lies 
sleeping  most  of  the  day  and  night. 

How  far  the  sleepiness  in  any  individual  case  is  due 
to  the  temperature  and  how  far  to  toxaemia  from  the 
affection  causing  the  temperature  it  is  difficult  to  say. 
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At  the  beginning  of  pneumonia  somnolence  is  often 
very  pronounced.  I  have  notes  of  one  case  in  which 
the  child,  having  had  a  fall  on  her  head  the  previous 
day  and  being  in  a  state  of  extreme  somnolence,  was 
admitted  to  a  surgical  ward  as  possible  concussion 
or  brain  injury;  her  temperature  was  104-5° F.  and 
subsequent  events  showed  that  the  whole  trouble 
was  lobar  pneumonia. 

This  somnolence  at  the  beginning  of  lobar  pneu¬ 
monia  is  a  point  to  be  remembered.  I  have  seen  great 
difficulty  of  diagnosis  where,  with  this  drowsy  condi¬ 
tion  and  some  vomiting,  no  physical  signs  of  pneu¬ 
monia  have  appeared  until,  in  one  case,  as  late  as 
the  seventh  day  of  the  illness. 

Other  infections  sometimes  have  the  same  soporific 
effect.  I  have  noted  it  with  a  haemolytic  infection, 
with  acute  pyelitis,  with  typhoid,  and  it  is  sometimes 
an  early  symptom  with  any  form  of  meningitis.  But 
with  all  these  conditions  the  presence  of  a  high 
temperature  raises  the  doubt  as  to  which  is  the  more 
potent  cause  of  the  sleepiness,  the  fever  or  the  toxic 
results  of  the  infection. 

Having  mentioned  pneumonia,  I  will  point  out  that 
drowsiness  may  occur  also  in  broncho-pneumonia,  but 
usually  not  at  the  onset ;  it  is  seen  sometimes  as  a 
late  symptom  and  I  have  always  regarded  it  as  a 
symptom  to  be  dreaded.  If  a  child  with  extensive 
broncho-pneumonia  begins  to  show  marked  drowsi¬ 
ness  there  is  grave  likelihood  of  a  fatal  ending. 

The  sleepiness  of  encephalitis  lethargica,  ‘sleepy- 
sickness’,  with  its  curious  reversal  of  the  normal 
time-relation  of  sleep,  is  well  known  since  the 
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epidemic  which  began  in  1918.  In  a  girl,  aged  10 
years,  the  first  symptom  was  falling  asleep  several 
times  during  the  day  at  school,  so  that  it  became 
necessary  to  keep  her  at  home.  She  then  slept  almost 
continuously  night  and  day  for  three  weeks,  rousing 
only  sufficiently  to  take  food ;  then  for  two  years  she 
slept  most  of  the  day  and  was  awake  and  very  talka¬ 
tive  all  night. 

There  are  rare  cases  in  which  a  constant  tendency 
to  fall  asleep  is  associated  with  intracranial  tumour, 
particularly  if  it  involves  the  floor  of  the  third 
ventricle.  I  have  notes  of  one  child  who  had  this 
tendency  to  fall  asleep  and  showed  therewith  clinical 
evidence  of  an  intracranial  tumour ;  a  post-mortem 
examination  was  not  obtained,  so  the  site  of  the 
tumour  was  not  known.  It  is  said  that  tumours  of 
the  pineal  gland  are  sometimes  associated  with  ab¬ 
normal  sleepiness  as  well  as  with  precocious  puberty 
and  obesity,  a  sort  of  picture  of  the  fat  boy  in 
Pickwick. 

Whether  fatness  is  itself  conducive  to  sleep,  I  do  not 
know.  I  have  no  record  of  any  particular  sleepiness 
in  any  of  the  unusually  fat  children  who  have  been 
brought  to  me.  Perhaps  it  is  implied  in  Caesar’s  wish : 

Let  me  have  men  about  me  that  are  fat, 
Sleek-headed  men  and  such  as  sleep  o’  nights. 

It  is  a  curious  thing  that  in  Hebrew  and  three  other 
oriental  languages1  the  word  signifying  ‘  to  dream  ’  is 
also  the  word  which  means  ‘to  be  fat’. 

1  The  Hebrew  word  is  nbn  and  the  corresponding  letters  in 

Arabic,  Syriac,  and  Ethiopic  have  the  same  double  significance 
of  dreaming  and  fatness. 
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Unnatural  falling  asleep  or  excessive  profoundness 
of  sleep  may  only  be  explained  after  many  recur¬ 
rences  over  a  long  period,  by  the  onset  eventually  of 
undoubted  epileptic  attacks.  A  boy  of  5f  years  was 
brought  to  me  for  a  strange  habit  he  had  recently 
developed  of  sitting  down  at  any  time  of  day  and 
going  sound  asleep  for  a  few  minutes.  I  suspected 
that  this  was  related  to  epilepsy,  and  so  it  proved  to 
be,  for  before  long  he  began  to  have  ordinary  convul¬ 
sive  attacks  of  epilepsy.  In  an  older  boy  similar 
bouts  of  sleep  came  on  sometimes  in  the  middle  of 
lessons,  or  at  meals,  and  eventually  were  explained 
by  more  definite  epileptic  symptoms.  In  another 
boy,  aged  9|  years,  the  first  symptom  that  alarmed 
the  parents  was  his  sleeping  past  his  usual  hour  in 
the  morning  and  being  so  soundly  asleep  that  even 
smelling-salts  and  putting  him  into  a  bath  failed 
to  wake  him.  He  had  slept  on  without  waking,  in 
spite  of  efforts  to  rouse  him,  one  day  until  midday. 
Subsequently  he  developed  typical  attacks  of  major 
epilepsy. 

Sometimes  there  is  no  further  development  which 
can  throw  light  on  the  diagnosis,  and  one  has  been 
driven  to  treat  the  symptoms  as  epileptic  only  on 
suspicion.  A  boy,  aged  16|  years,  was  brought  to  me 
with  a  history  that  he  was  getting  into  trouble  at 
school  as  a  lazy  boy,  because  he  frequently  fell  asleep 
over  his  lessons,  especially  if  doing  them  alone.  The 
sleep  lasted  about  fifteen  minutes,  and  on  waking  the 
boy  complained  of  headache.  The  sleep  did  not  occur 
only  during  school  time,  the  same  thing  had  happened 
elsewhere.  The  effect  of  luminal  was  very  marked, 


142  COMMON  HAPPENINGS  IN  CHILDHOOD 


it  arrested  the  attacks  at  least  temporarily,  so  that 
there  was,  at  any  rate,  a  strong  presumption  that 
the  bouts  of  sleep  were  epileptic.  It  is  obvious  that 
such  a  case  as  this  bears  a  close  resemblance  to 
those  described  as  ‘narcolepsy5,  the  difference,  if 
there  is  any,  between  narcolepsy  and  masked 
epilepsy,  lies  rather  in  the  effect  of  treatment  than 
in  the  symptoms. 

Deep  sleep  is  familiar  as  the  immediate  sequence 
of  an  ordinary  epileptic  convulsion :  and  this  relation¬ 
ship  is  of  importance  in  the  diagnosis  of  the  various 
manifestations  of  masked  epilepsy.  A  bout  of  sleep 
following  upon  some  curious  behaviour  or  sensation 
should  always  arouse  suspicion  of  epilepsy.  For  in¬ 
stance,  a  boy,  aged  10 J  years,  had  frequent  attacks 
of  pain  either  in  his  head  or  at  the  back  of  his  neck, 
and  after  complaining  of  this  he  would  sit  or  lie 
down  and  go  to  sleep.  This  had  happened  frequently 
for  some  years.  On  one  occasion  it  occurred  at  a 
station  and  he  was  found  deeply  asleep  in  the  waiting- 
room.  Bromide  stopped  the  attacks.  Another  boy, 
about  12  years  old,  had  attacks  of  pain  in  the  epi¬ 
gastrium,  which  were  quite  transient  but  directly 
after  them  he  went  sound  asleep.  This  happened 
about  three  times  a  day  for  some  months ;  it  was 
stopped  by  large  doses  of  bromide. 

The  sleeping -place  of  infants 

It  will  not  be  irrelevant  if  I  conclude  these  remarks 
on  sleep  with  a  warning  against  certain  dangers  in 
connexion  with  the  sleeping-place  of  infants. 

We  need  not  go  back  to  the  time  of  Solomon  to 
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find  that  'this  woman’s  child  died  in  the  night  be¬ 
cause  she  overlaid  it  Until  recent  years  the  number 
of  deaths  in  this  country  from  overlying  was  large. 
In  1900  there  were  in  England  and  Wales  1,924 
deaths  of  infants  under  one  year  old  from  suffocation 
in  bed,  and  of  these,  592  were  suffocated  within  the 
first  month,  and  the  large  majority  under  3  months 
of  age. 

The  spread  of  mother-craft  teaching  and  of  in¬ 
struction  at  Infant  Welfare  Centres  has,  no  doubt, 
done  much  to  impress  upon  mothers  the  importance 
of  putting  a  baby  to  sleep  in  a  separate  cot  or  cradle, 
but  there  is  a  surprising  absence  of  emphasis,  or 
even  mention,  of  this  point,  in  some  widely  used 
handbooks  on  infant  management.  That  there  is 
still  need  for  impressing  upon  mothers  the  risk  of 
letting  an  infant  sleep  with  the  mother  or  anybody 
else  is  evident  from  the  latest  available  figures.  In 
the  year  1936  there  were  in  England  and  Wales 
260  deaths  of  infants  under  1  year  old  from  suffoca¬ 
tion  in  bed,  presumably  nearly  all  by  overlying;  70 
of  these  deaths  were  in  the  first  month,  and  85  be¬ 
tween  1  month  and  3  months  of  age. 

The  disproportion  between  the  illegitimate  and  the 
legitimate  who  die  suffocated  in  bed  is  horribly 
suggestive.  Some  years  ago  the  Registrar-General 
pointed  out  that  the  deaths  from  overlying  were 
four  times  as  many  in  the  illegitimate  as  in  the 
legitimate,  and  in  the  year  of  grace  1936  the  propor¬ 
tion  of  illegitimate  to  legitimate  killed  in  this  way 
was  two  to  one,  a  deplorable  state  of  things. 

But  my  point  here  is  to  stress  the  danger  of  letting 
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an  infant  sleep  with  its  mother  or  with  any  one  else. 
Curiously  enough,  about  a  century  ago  physicians 
actually  advocated  a  baby’s  sleeping  with  its  mother 
or  nurse,  and  supported  their  advice  by  reference  to 
‘the  care  which  is  taken  by  birds  and  other  warm¬ 
blooded  animals  to  preserve  heat  in  their  young  off¬ 
spring  by  almost  continual  application  of  their  own 
bodies’.1  We  have  learned  wisdom  since  then,  and 
it  is  to  be  hoped  that,  with  the  further  spread  of 
knowledge  of  mother  craft,  this  entirely  avoidable 
waste  of  infant  life  may  be  eliminated  altogether. 

Perhaps  it  should  be  mentioned  that  in  rare  in¬ 
stances,  where  overlying  is  the  cause  of  death,  the 
overlying  body  may  not  have  been  a  human  being. 
One  of  the  infants  who  died  from  suffocation  in  bed 
in  1936  was  suffocated  by  a  cat  lying  on  her  face. 
An  infant’s  cot  should  be  protected  from  such  a 
possibility. 

There  is  a  more  likely  danger,  in  connexion  with 
the  sleeping-place  of  an  infant,  which  ought,  I  think, 
to  be  more  generally  known  than  it  is.  I  shall  illus¬ 
trate  it  by  a  record  of  two  cases ;  in  both  disaster  was 
due  to  the  fact  that  a  cot  was  not  available  on  a 
particular  night. 

In  an  old  pamphlet  entitled  A  letter  to  a  lady  on  the 
Management  of  the  Infant ,  by  one  Sarah  Brown  in 
1779, 1  found  the  following  vivid  account  of  an  occur¬ 
rence  which  my  own  experience  shall  corroborate. 

‘  I  sincerely  hope  no  child  will  ever  experience  the  like 
narrow  escape  of  being  suffocated  as  one  of  mine  did 

1  Evanson  and  Maunsell,  Management  and  Diseases  of  Children, 
1836. 
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when  six  weeks  old.  I  went  to  spend  the  day  with  a 
friend  in  the  country  and  took  my  youngest  girl  and  my 
infant  with  me.  The  evening  proving  wet  we  stayed  all 
night  and,  not  having  a  servant  with  me,  I  got  up  early 
in  the  morning  to  dress  my  child  whom  I  had  suckled 
and  put  to  sleep  on  the  bed ;  but  being  used  to  a  cradle  I 
forgot  to  pin  him  to  the  pillow.  While  I  dressed  his 
sister  I  desired  a  little  boy  who  was  standing  by  me  to  go 
and  listen  whether  the  baby  cried.  He  brought  me  word 
that  it  was  fast  asleep.  I  then  took  the  opportunity  of 
dressing  myself  for  the  day,  during  which  time  I  desired 
my  little  girl  to  go  and  look  at  her  brother ;  who  returned 
and  informed  me  she  could  not  see  him  but  heard  him 
cry  very  faintly.  I  instantly  went  into  the  room  and  to 
my  great  surprise  found  the  child  at  the  very  bottom  of 
the  bed.  He  had  cried  till  he  was  almost  dead  and  sweat 
dropped  off  him  fast.  ...  To  all  appearance  at  this  time 
the  child  seemed  dead  and  every  one  about  me  pro¬ 
nounced  he  was  quite  gone.  I  begged  a  teaspoonful  of 
hartshorn  and  had  it  put  into  a  pint  basin  with  some 
boiling  water  poured  on  it.  I  kept  the  infant  in  my  lap, 
sitting  upright,  stirring  the  hartshorn  with  the  teaspoon, 
and  opened  the  child’s  mouth  with  a  feather  that  the 
steam  might  be  received  into  the  stomach,  by  which 
means  in  a  few  minutes  we  could  perceive  some  signs  of 
life.’ 

She  goes  on  to  tell  how  the  infant  gradually 
recovered. 

Compare  with  this  narrow  escape  the  following 
case  within  my  own  experience. 

A  few  years  ago  I  had  under  my  care  a  baby  boy  whom 
I  first  saw  at  4  months  old.  He  was  then  nearly  2  lb. 
above  the  average  weight  for  his  age,  a  fine  healthy  baby. 
I  was  asked  to  inspect  him  only  because  the  parents  were 
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going  abroad.  He  was  left  at  a  Home,  where,  at  8  months 
old,  he  was  the  show  baby  of  the  place,  a  big  burly  baby, 
full  of  life  and  jollity.  The  parents  returning  took  charge 
of  their  child  again.  They  had  taken  a  new  house,  but  as 
they  happened  not  to  have  procured  a  cot  yet,  the  Mother 
put  the  baby  to  sleep  in  a  big  double  bed  at  the  usual 
hour.  Some  two  hours  later  she  went  to  look  at  him  and 
saw  him  sleeping  peacefully.  He  was  left  there,  and 
early  next  morning  the  Mother  went  to  look  at  him 
again,  and  to  her  dismay  could  not  see  him  anywhere. 
She  called  to  her  husband  that  their  child  had  disap¬ 
peared.  He  came  in  haste  and  turning  back  the  bed¬ 
clothes  discovered  the  baby  lying  dead  under  the  clothes 
at  the  foot  of  the  bed.  Obviously  the  child  had  slipped 
under  the  bedclothes  and  in  his  efforts  to  pull  himself  up 
again  had  worked  himself  farther  and  farther  down,  and 
died  of  suffocation. 

These  two  cases  may  serve  to  emphasize  the  very 
real  danger  of  putting  a  baby  to  sleep  in  a  large  bed. 
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‘ .  .  .  his  sorrow  was  not  unmixed  with  the  pride  and  consciousness 
of  making  a  new  step  in  life.  And  this  feeling  carried  him  through 
his  first  parting  with  his  mother  better  than  could  have  been 
expected. — Tom  Brown's  Schooldays . 

OH,  that  first  parting!  but  there  is  worse  to  come 
when  the  excitement  of  novelty  in  a  few  short 
hours  has  lost  its  varnish,  and  the  bare  misery  of  un¬ 
comforted  alone -ness,  surrounded  by  strange  faces  and 
unsympathetic  boyhood,  is  first  realized  to  the  full. 

I  had  in  mind  to  say  something  about  school  and 
schooling  in  relation  to  the  child’s  health,  as  I  have 
viewed  them  from  without,  holding  no  brief  for 
parent  or  for  school-teacher,  but  only  for  the  child. 

For  a  moment,  as  I  read  the  lines  quoted  above, 
I  said  to  myself  4  Here  is  the  beginning ;  and  the 
proper  place  to  begin  is  at  the  beginning’.  But  is  that 
first  parting  for  school  the  beginning  ?  I  think  not. 
A  child  brings  with  it  to  school  (I  use  here  the  non¬ 
committal  4 it’,  for  I  am  speaking  both  of  girls  and 
boys),  a  character  already  more  or  less  shaped  by 
the  home  surroundings,  a  mind  already  biased,  or 
unbiased,  in  those  few  pre-school  years,  to  react 
harmoniously,  or  disharmoniously,  to  the  routine  of 
school  life. 

Happy  the  child  if  the  parents’  wisdom,  training 
him  from  earliest  infancy  in  unconscious  discipline, 
has  made  obedience  and  self-control  second  nature 
and  has  so  taught  him  self-reliance  that  he  can  make 
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light  of  the  small  inconveniences  and  disappoint¬ 
ments  of  life. 

I  have  a  strong  feeling  that  some  part  also  of  what 
we  commonly  regard  as  the  more  personal  virtues, 
cheerfulness,  straightforwardness,  and  unselfishness 
have  their  first  impulses  in  those  pre-school  years. 
These  are  virtues  which  count  for  much  in  the 
youthful  community  of  school ;  without  any  conscious 
analysis  of  behaviour,  children  pay  tribute  of  respect 
and  liking  to  them,  so  that  the  possessor’s  school-life 
is  the  happier  thereby.  In  those  early  pre-school 
years  also,  I  think  that  something  can  be  done  to 
foster  the  habit  of  concentration:  purpose  and  ac¬ 
complishment  can  be  made  part  of  play  as  well  as  of 
work ;  desultory  ways  in  those  earliest  years  are  likely 
to  lead  on  to  desultory  habits  later,  and  to  that  lack 
of  concentration  which  is  so  baffling  a  hindrance  in 
school-work. 

I  am  led  to  these  preliminary  remarks  by  a  study 
of  the  case-notes  of  the  many  children  who  have 
been  brought  to  me  for  advice  in  difficulties  somehow 
connected  with  school :  children  on  whom  the  routine 
of  school  life  seemed  to  press  with  undue  heaviness, 
children  whose  mental  attitude  to  school  was  one  of 
constant  antagonism,  children  who  were  misfits  in 
the  social  community  of  school,  children  whose  earn¬ 
est  endeavour  to  learn  was  defeated  by  some  innate 
disability  or  by  some  temporary  lowering  of  health, 
children  whose  physical  well-being  seemed  to  be  im¬ 
paired  by  each  term  at  school.  Various  have  been 
the  ills  attributed  to  school,  sometimes  with  good 
reason,  sometimes  with  none. 
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Nowadays  there  are  children  of  barely  three  years 
in  our  infant  and  nursery  schools.  I  confess  that  in 
former  days  I  was  sceptical  of  the  wisdom  of  such 
early  4  scholarship 5 :  it  seemed  to  me  that  spontaneous 
play  and  self-sought  observation  constituted  the  only 
education  desirable  at  that  age,  and  that  any  en¬ 
forcement  of  routine,  such  as  'school’  would  entail, 
could  only  be  unnatural  and  harmful.  With  more 
knowledge  of  the  working  and  conditions  of  these 
infant  and  nursery  schools  I  have  entirely  changed 
my  views.  For  the  particular  class  of  children  who 
attend  these  schools  the  advantages  are  very  real 
and,  I  doubt  not,  much  farther-reaching  than  the 
limits  of  'infancy’.  For  several  hours  daily  the  child 
is  removed  from  the  cramped  environment  of  a  poor 
home,  where  probably  a  hard-worked  mother  has 
little  time  to  devote  to  her  three-year-old — if,  indeed, 
there  be  not  others  still  younger  demanding  her 
attention.  For  those  hours,  at  least,  the  street  and 
the  gutter  do  not  have  to  serve  as  playground,  and 
by  methods  akin  to  play  the  child  even  at  this  early 
age  acquires  the  idea  of  order  and  discipline ;  some¬ 
thing  is  realized  of  childish  fellowship  and  altruism, 
something  learnt  of  neatness  and  cleanliness.  The 
midday  sleep,  so  valuable  at  this  age  and  so  often 
neglected,  even  if  practicable,  in  the  homes  of  the  poor, 
is  part  of  the  routine  of  these  schools ;  moreover,  at 
small  cost,  or  in  special  cases  at  none,  the  child  receives 
nourishment  which  it  might  not  get  at  home.  If  the 
risk  of  infections  be  somewhat  greater  in  these  schools 
even  than  in  the  crowded  home,  one  feels  that  the 
balance  of  advantage  is  still  with  this  infant-schooling. 
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For  the  infants  of  those  in  comfortable  circum¬ 
stances  such  schools  ought  to  be  needless :  with  well- 
educated  parents,  with  a  nursery  and  a  good  nurse, 
home  should  be  the  best  place  until  the  child  is  at 
least  6-7  years  of  age. 

Most  of  the  children  brought  to  me  for  troubles 
which  seemed  to  be  connected  with  school  life  were 
either  at  preparatory  or  at  public  schools,  so  that 
they  were  mostly  older  than  those  I  have  already 
mentioned. 

Nervous  and  physical  strain  of  school  life 

I  had  thought  to  consider  the  nervous  strain  and 
the  physical  strain  of  school  life  separately,  but 
examination  of  my  case-notes  suggests  that  they 
are  so  closely  bound  together  that  they  cannot  use¬ 
fully  be  separated,  even  though  the  phenomena  of 
the  one  or  the  other  may  predominate  in  any  par¬ 
ticular  case. 

I  suppose  no  one  would  dispute  the  statement  that 
some  children  are  more  sensitive,  more  highly  strung, 
than  others,  though  it  may  be  open  to  question  in 
the  individual  case  how  far  this  is  innate,  and  how 
far  it  is  the  effect  of  home  environment.  These  sensi¬ 
tive,  highly-strung  children — we  call  them  'nervous’ 
children — are,  I  think,  very  commonly  lacking  in 
endurance,  not  only  of  what  I  would  call  psychical 
effort — the  worries,  the  anxieties,  and  the  mental 
strivings  of  life — but  also  of  physical  strain ;  they  are 
more  easily  fatigued  in  body,  as  well  as  in  mind,  than 
other  children.  This  is  a  point  to  be  considered  in 
determining  the  age  at  which  any  particular  child 


OF  SCHOOL 


151 


should  begin  lessons  or  school.  There  are  many  sides 
to  that  question,  e.g.  the  mental  activity  of  the  child, 
his  home  environment,  the  desirability  of  companion¬ 
ship  if  he  is  an  only  child,  and  not  least,  if  day-school 
is  in  question,  the  daily  journeying  which  school  may 
necessitate. 

The  importance  of  this  last  consideration  is  often 
overlooked.  Again  and  again  children  have  been 
brought  to  me  who  were  suffering  from  symptoms  of 
nervous  strain,  or  from  physical  exhaustion,  and 
whilst  questions  had  been  raised  as  to  the  mental 
strain  of  school,  no  one  had  realized  the  wear  and 
tear  of  the  daily  exertion  of  getting  to  school. 

A  journey  by  bus  or  train  as  an  occasional  event 
may  be  rather  a  pleasurable  excitement  for  a  child, 
but  a  daily  journey  of  necessity  is  a  very  different 
matter.  A  little  girl  of  8|  years  doing  four  journeys 
by  car  daily,  five  miles  each  way,  i.e.  twenty  miles 
travelling  every  day  she  went  to  school,  was  being 
worn  out,  not  by  school,  but  by  the  travelling.  A 
boy  of  11 J  years  who  had  to  leave  home  at  8.30  a.m. 
for  school  reached  home  again  at  7  p.m.  (two  hours 
of  games  were  included  in  the  day’s  routine) ;  and 
then  he  had  an  hour’s  homework  to  do.  The  nervous 
exhaustion  from  which  the  boy  was  suffering  was  due, 
I  think,  not  only  to  the  long  day’s  routine,  but  in 
part  to  a  tiring  journey  of  thirty-five  minutes  by  bus 
each  way  to  and  from  school. 

A  walk  at  leisure,  and  varied  from  day  to  day,  is 
good  and  healthful  exercise  for  a  child,  but  when 
the  walk  is  performed  under  stress  of  reaching  school 
at  a  particular  time  and  is  a  monotonous  part  of  daily 
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routine,  it  ceases  to  be  a  pleasure  or  advantage ;  and 
even  though  it  may  be,  as  regards  distance,  within 
the  compass  of  the  child’s  age,  it  adds  to  the  strain 
of  school  life.  I  note  the  case  of  a  little  girl,  aged 
5  years  7  months,  brought  to  me  because  she  seemed 
to  be  flagging  and  ‘  below  par  ’  in  health :  she  showed 
no  disease  of  any  sort,  but  I  found  that  she  had  to 
leave  home  at  8.10  a. m.  to  walk  rather  more  than 
two  miles  to  school,  and  when  she  reached  home  after 
walking  the  double  journey,  between  four  and  five 
miles,  she  was  so  tired  she  could  not  eat. 

There  is  another  disadvantage  which  attaches  to 
a  school  at  a  distance,  viz.  that  it  necessitates  not 
only  an  early  start  for  school  but,  in  some  cases,  also 
the  daily  anxiety  of  catching  a  particular  bus  or 
train.  Children  are  often  great  sticklers  for  punctua¬ 
lity  at  school,  and  the  child,  almost  from  the  time  he 
wakes,  is  in  a  state  of  anxious  eagerness  to  get  off  so 
that  he  may  not  be  late.  One  effect  of  this  is  to 
prevent  the  bowels  working  in  the  morning  as  they 
should  do,  and  not  only  in  little  children,  but  in 
older  ones  attending  public  schools  as  day-scholars, 
this  morning  anxiety  leads  to  habitual  constipation 
or  to  the  habit  of  getting  the  bowels  open  in  the 
evening  instead  of  in  the  morning.  Why  this  habit 
of  evening  evacuation  should  be  less  healthy  than 
the  morning  action  I  do  not  know,  but  I  am  sure, 
from  long  experience  of  children  in  whom  this  habit 
occurred,  that  it  somehow  interferes  with  the  child’s 
health. 

Whilst  I  am  on  the  subject  of  constipation  in  con¬ 
nexion  with  school  I  would  emphasize  the  importance 
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both  of  an  adequate  number  of  W.C’s,  and  of  an 
adequate  allowance  of  time  for  their  use.  The  begin¬ 
nings  of  chronic  constipation  are,  I  think,  traceable 
in  some  children  to  deficiency  of  accommodation  in 
both  these  respects.  I  have  notes  of  well-known 
boarding-schools  in  which  there  is  only  one  W.C.  to 
every  twelve  children ;  on  the  other  hand,  I  have 
noted  as  good  a  proportion  as  one  to  every  six 
children.  I  have  a  note  of  one  preparatory  school  in 
which  there  are  nine  W.C’s  to  forty  children.  I  have 
been  assured  by  one  of  the  older  girls  at  one  of  our 
famous  boarding-schools  that  owing  to  the  rush  in 
the  morning  it  was  not  practicable  to  get  the  bowels 
open  before  schoolwork  began.  The  natural  impulse 
neglected  or  suppressed  easily  becomes  enfeebled  or 
deficient,  and  so  there  arises  a  state  of  chronic 
constipation. 

The  strain  of  school  life  shows  itself  in  very  varied 
ways.  Pallor  and  loss  of  vivacity ;  unnatural  tired¬ 
ness  ;  tearfulness  and  depression ;  disturbed  sleep, 
sometimes  with  night-terrors  or  somnambulism ; 
headaches ;  nervous  tricks  or  habit-spasm ;  lack  of 
concentration ;  loss  of  weight :  all  these  have  figured 
frequently  amongst  the  effects  attributed  to  school 
in  children  brought  for  my  advice.  How  far  is  school 
accountable  for  any  or  all  of  these  ills;  and  if  to 
blame,  in  what  way  ? 

The  day’s  routine  is  often  too  long.  In  making  this 
statement  I  am  not  forgetting  that  in  this  routine 
may  be  included  one  or  two  breaks  of  10  or  15 
minutes,  and  perhaps,  on  most  days,  1J-2  hours 
devoted  to  games. 
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A  girl  of  8J  years  had  to  leave  home  at  8.20  a.m. 
for  school,  with  a  ten-mile  journey  by  car  each  way ; 
she  reached  home  at  5.15  p.m.  Part  of  this  time  may 
have  been  spent  in  games,  and  a  small  part  at  din¬ 
ner  ;  but  a  day’s  routine  lasting  more  than  eight  hours 
is  strenuous  living  for  a  child  of  8J  years. 

A  boy  of  10 \  years  went  to  school  a  mile  away 
three  times  daily,  the  actual  time  spent  in  lessons 
being,  for  each  sitting  respectively,  3  hours,  2  hours, 
and  If  hours,  which  with  the  three  journeys  to  and 
fro  daily  had  reduced  the  boy  to  a  state  of  morbid 
nervousness  with  habit-spasm,  blinking,  &c. 

A  boy  of  Ilf  years  left  home  for  school  at  8.30  a.m. 
and  in  three  sessions  daily  had,  respectively,  3  hours, 
14  hours,  and  14  hours  of  actual  lessons,  and  reached 
home  at  7.50  p.m.  On  the  one  week-day  holiday, 
Saturday,  he  had  homework  to  do.  The  boy  was 
brought  to  me  with  the  complaint  that  he  had  be¬ 
come  depressed  and  ‘ nervy’. 

I  should  like  to  emphasize  the  fact  that  the  time 
spent  in  lessons  does  not  represent  the  total  of  the 
day’s  expenditure  of  nervous  and  physical  energy 
at  school.  The  child  is  more  or  less  driven  by  the 
school  regime  all  the  time  he  is  there,  whether  it  be 
in  ‘games  ’  or  at  lessons.  There  was  truth  and  signifi¬ 
cance  in  the  complaint  of  an  overwrought  boy  who 
told  me  that  at  his  public  school  he  ‘never  got  a 
moment  to  himself’. 

Organized  games — football,  cricket,  hockey,  net- 
ball,  &c. — excellent  in  themselves,  when  they  become 
part  of  the  school  routine,  of  the  scheduled  order  of 
each  day’s  doings,  are  to  be  reckoned  as  part  of  the 
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day’s  burden.  I  do  not  suggest  that  they  are  un¬ 
desirable  ;  on  the  contrary  I  feel  sure  that  they  are 
a  very  valuable  part  of  school  training,  but  they  are 
sometimes  not  sufficiently  recognized  as  items  in  the 
sum  total  of  school  expenditure  of  nervous  as  well  as 
physical  energy,  a  total  which  requires  more  careful 
adjustment  for  some  children  than  for  others. 

In  the  case  of  a  child  attending  day-school  the 
problem  of  homework  has  often  seemed  to  me  very 
difficult.  A  keen  child,  ambitious  to  be  at  the  top  of 
the  class,  may  be  spending  two  or  three  hours  at 
night  over  homework  (I  know  of  cases  in  which  chil¬ 
dren  of  15  years  or  less  came  home  after  a  long  day’s 
work  at  school  to  do  four  hours  or  even  more  of 
homework),  far  exceeding  no  doubt  the  intentions 
of  the  school-teacher,  and  a  slow,  dull  child,  for 
different  reasons,  may  be  straining  nearly  as  long  to 
get  through  the  required  minimum  of  homework. 
It  has  been  clear  sometimes  that  each  of  these  chil¬ 
dren  was  suffering  from  nervous  overstrain,  but  if 
the  homework  is  stopped  the  one  child  will  be  worried 
and  distressed  by  loss  of  his  place  in  class,  and  the 
other  will  fall  so  far  behind  the  other  children  that 
his  work  at  school  becomes  more  difficult  and  more 
of  a  strain  than  before :  in  either  case  the  symptoms 
of  nervous  fatigue  from  which  the  child  is  suffering 
may  be  rather  aggravated  than  helped  by  cutting 
down  the  homework.  There  is  something  to  be  said 
for  the  plan  adopted  in  some  schools  of  requiring  the 
‘homework’  to  be  done  as  ‘prep’  at  school. 

But  lessons  and  games  do  not  make  up  the  whole 
of  the  strain  of  school  life.  There  are  children,  and  I 
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think  not  a  few,  for  whom  school  involves  an  element 
of  daily  dread,  chiefly,  perhaps,  in  the  earlier  years 
of  their  school  career,  but  certainly  sometimes  far 
into  the  public-school  period.  Sensitive,  perhaps 
timid,  children,  they  live  in  constant  fear  of  what 
school  may  bring  in  the  way  of  humiliation  or  of 
punishment;  there  hangs  over  them  constantly,  if 
not  the  sword  of  Damocles,  at  any  rate  the  ferule  of 
Orbilius  or  the  stern  reproof  of  the  teacher. 

Many  a  child  who  suffers  keenly  with  these  fears 
keeps  them  hidden  as  long  as  he  can,  and  sometimes 
it  is  only  when  the  occurrence  of  some  morbid  ner¬ 
vous  manifestation,  such  as  insomnia  or  night-terrors 
or  habit-spasm,  leads  to  special  observation  and  in¬ 
quiry  that  the  fear-factor  is  recognized. 

A  boy  of  11  years,  brought  to  me  with  no  organic 
disease  but  pale  and  ‘nervy’  and  with  a  morbid 
dread  of  school,  complained  of  the  ‘awful’  feeling,  as 
he  put  it,  that  he  might  break  some  of  the  many 
rules  at  school;  he  was  a  clever,  hard-working  boy, 
not  in  the  least  the  type  that  might  expect  punish¬ 
ments,  but  he  was  oppressed  by  the  thought  that, 
conscientiously  as  he  might  try  to  observe  rules,  he 
might  somehow  incur  punishment. 

Another  child,  aged  10 \  years,  so  dreaded  school 
that  he  would  cry  at  night  at  the  thought  of  school 
next  day,  and  had  worked  himself  into  such  a  state 
of  fear  that,  as  his  mother  said,  he  ‘looked  like  a 
hunted  animal  ’ ;  it  transpired  that  one  of  his  teachers 
at  school  was  a  young  man  of  little  patience  and  less 
judgement,  who  had  thoroughly  frightened  the  boy. 

I  have  often  wondered  why  a  youth  of  either  sex, 
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without  the  slightest  training  in  methods  of  educa¬ 
tion,  or  even,  in  many  cases,  the  slightest  knowledge 
of  the  management  of  children,  should  be  deemed 
fit  to  cultivate  the  minds  of  children  and,  to  a  large 
extent,  to  superintend  their  daily  life.  In  the  schools 
for  the  poorer  children  it  is  becoming  more  and  more 
the  custom  to  demand  some  evidence  of  proper  train¬ 
ing  in  the  methods  of  teaching  and  in  the  manage¬ 
ment  of  children  before  a  man  or  woman  is  accepted 
as  a  teacher;  in  private  schools,  preparatory,  and 
'public  schools’  alike,  it  is  quite  unusual  for  any  such 
training  to  be  required ;  a  first-class  degree,  or  even 
a  first-class  record  at  games,  may  be  sufficient  recom¬ 
mendation  ;  as  if  these  afforded  the  slightest  guaran¬ 
tee  of  any  ability,  inborn  or  acquired,  to  understand 
and  teach  children! 

It  is  to  be  hoped  that  the  day  may  come  when,  for 
all  schools,  the  teaching  of  children  will  be  recognized 
as  a  very  special  art — nay,  a  science  and  art — 
requiring  study  and  carefully  supervised  practice, 
even  for  those  rare  ones  who  seem  to  have  an  inborn 
gift  of  imparting  knowledge  and,  perhaps,  with  it 
the  not  less  essential  sympathy  with  childhood. 

The  dread  of  school  is  a  common  cause  of  morning 
vomiting  in  children  attending  day-school.  Many 
children,  both  boys  and  girls,  have  been  brought  to 
me  for  this  symptom.  The  child  either  complains  of 
feeling  sick  or  actually  vomits  his  breakfast,  each 
day  before  going  to  school,  but  on  Saturday  and 
Sunday,  when  there  is  no  school  to  be  faced,  there 
is  neither  nausea  nor  vomiting. 

I  do  not  think  that  in  all  cases  this  morning  vomit- 
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ing  in  relation  to  school  means  fear  or  dread;  it  is 
sometimes  due  only  to  the  excitement  and  pleasurable 
anticipation  of  going  off  to  school,  but  it  is  certainly 
more  often  the  result  of  unpleasant  emotion. 

And  here  I  will  venture  to  say  a  word  about  school- 
punishment  in  general,  and  corporal  punishment  in 
particular,  as  it  has  been  my  lot  to  be  consulted  at 
times  on  these  points.  Naturally,  I  have  to  consider 
them  chiefly  from  the  physician’s  point  of  view. 
There  are  great  differences  between  children  in  their 
mental  attitude  to  punishment.  To  one  child  even  a 
word  of  reproof  brings  tears  to  the  eyes  ;  to  another, 
reproof  is  as  water  on  a  duck’s  back.  To  deal  out 
scoldings  or  punishments  as  if  they  were  suitable  to 
erring  childhood  without  discrimination  is  to  show 
regrettable  ignorance  of  the  psychical  differences  in 
children :  what  is  suitable  punishment  for  a  particular 
offence  in  one  child  may  be  quite  unsuitable  in 
another. 

I  am  conscious  of  the  difficult  decisions  which 
these  facts  throw  upon  the  responsible  authorities  at 
school;  all  of  us,  but  particularly  the  schoolmaster 
or  -mistress,  sorely  need  ‘a  right  judgement  in  all 
things  ’,  and  in  this  difficult  matter  of  punishment  the 
wisdom  of  experience  has  an  important  place. 

This  leads  me  to  mention  a  practice  which  has 
been  occasionally  brought  to  my  notice,  a  practice 
which  I  think  cannot  be  too  strongly  condemned — 
the  administration  of  punishment,  in  some  schools 
even  corporal  punishment,  by  'prefects’;  in  other 
words,  a  child  still  in  the  teens  is  allowed  to  decide 
when  punishment,  trivial  perhaps,  but  none  the  less, 
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punishment,  is  to  be  given  to  some  younger  child. 
This,  to  my  mind,  is  a  grave  fault  in  any  school,  it 
presupposes  a  maturity  of  judgement  which  is  not 
to  be  expected  in  the  oldest  school-child,  and  adds  to 
the  environment  of  dread,  which,  as  I  have  pointed 
out,  is  the  nervous  undoing  of  some  sensitive  children 
at  school. 

I  think  that  it  were  well,  if  practicable,  that  when 
corporal  punishment  is  in  question  by  an  assistant 
master  or  mistress,  it  should  be  administered  only 
after  careful  consultation  with  the  headmaster  or 
mistress  of  the  school.  Corporal  punishment  is  to 
some  children  much  more  than  physical  hurt,  it  is  a 
nervous  shock  which  may  result  in  troublesome  ner¬ 
vous  disorder. 

Amongst  my  notes  I  find  several  cases  in  which  I 
was  consulted  as  to  boys,  and  girls  also,  who  had  run 
away  from  boarding-school.  In  almost  all  it  was  the 
same  story:  a  morbidly  nervous  child,  sometimes  an 
only  child  who  had  been  unduly  mothered  and  shel¬ 
tered  at  home.  Parting  had  been  a  wrench  and  the 
child  has  felt  more  than  most  do  the  difficulty  of 
adapting  himself  to  the  new  environment  and  of 
finding  satisfaction  in  the  company  of  his  school¬ 
fellows.  Sometimes  not  in  the  first  term  but  in  the 
second,  when  all  compensation  of  novelty  has  dis¬ 
appeared,  the  strain  of  school  regime,  the  feeling  of 
alone-ness,  and  in  one  of  my  cases  the  dread  of  an 
impending  corporal  punishment,  was  more  than  the 
child  could  bear,  and  at  last  in  desperation  he  has 
slipped  out  and,  sometimes  under  cover  of  night, 
has  trudged  miles  and  miles  in  the  hope  of  reaching 
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his  home.  One  child,  a  boy  aged  9J  years,  had  walked 
fifteen  miles  in  four  hours  before  he  was  overtaken  by 
a  car  and  brought  back  to  school.  A  little  girl  of 
Ilf  years,  a  highly  nervous  child,  after  escaping 
through  a  window,  found  her  way  in  the  middle  of 
the  night  to  a  station,  five  miles  distant  from  the 
school. 

I  have  notes  of  eleven  such  cases,  and  they  do  at 
least  make  one  realize  what  a  pitch  of  nervous  ten¬ 
sion,  and  what  a  degree  of  mental  suffering  must 
have  been  reached  to  drive  a  child  to  such  desperate 
ventures.  I  have  had  children  brought  to  me  who 
had  been  taken  back  to  school  after  running  away, 
and  after  trying  for  a  short  time  to  face  the  ordeal  of 
school  had  again  failed  and  tried  to  reach  their 
homes.  In  the  majority  of  cases  this  running  away 
from  school  is  not  an  indication  of  any  particular 
wickedness  in  the  child,  nor  is  it  usually  a  fear- 
reaction,  nor  does  it  arise  from  any  aversion  to 
school  work,  but  is  simply  the  result  of  uncontrolled 
longing  for  the  sympathetic  environment  of  home. 
Sometimes  this  urge  has  been  made  more  intense  by 
some  dislike  between  the  child  and  a  particular  teacher 
or  by  some  teasing  or  bullying  by  other  children. 

By  tactful  inquiry  it  is  generally  possible  at  least 
to  make  a  shrewd  guess  at  the  underlying  causes, 
and  if  these  are  known,  the  child  may  be  so  far  en¬ 
couraged — I  use  the  word  literally,  inspired  with 
courage — that  he  may  yet  face  his  difficulties  success¬ 
fully.  Certainly  this  has  happened  in  some  of  my 
cases ;  with  the  help  of  an  understanding  headmaster 
or  mistress  the  child  has  gained  confidence  and  self- 
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reliance,  and,  after  one  and  even  two  of  these  esca¬ 
pades,  has  settled  down,  if  not  happily,  at  least  with 
tolerance,  to  school  life. 

In  these  cases  the  wise  parent  and  head  of  the 
school  will  not  magnify  the  escapade  but  treat  it 
rather  as  an  understandable  result  of  the  longing  for 
home,  but  one  which  is  not  worthy  of  the  child  but 
rather  a  thing  to  be  ashamed  of  as  showing  lack  of 
courage  and  self-reliance,  at  the  same  time  assuring 
the  child  that  he  will  overcome  his  difficulties  very 
soon  by  enduring  them  for  a  little  while.  Punishment 
for  the  returning  child  is,  of  course,  a  mistake,  it  will 
only  aggravate  the  nervous  state  which  gave  rise  to 
the  running  away ;  the  occurrence  is  to  be  ignored  as 
far  as  possible.  In  some  cases  the  nervous  prostra¬ 
tion  of  the  child  was  so  great  that  I  have  had  to 
recommend  temporary  removal  from  the  school. 
Each  case  has  to  be  considered  in  all  its  bearings. 
Sometimes  a  course  of  some  sedative,  bromide  or 
phenazone,  may  help  the  child,  but  wise  and  gentle 
dealing  is  the  one  essential  in  treatment. 

I  have  mentioned  bullying  as  one  of  the  factors  in 
causing  dread  of  school  in  some  children.  One  is  apt 
to  think  that  this  exists  only  in  boys’  schools ;  my 
notes  show  that  girls’  schools  are  by  no  means  ex¬ 
empt  from  this  fault,  even  to  the  extent  of  physical 
hurt  inflicted  by  one  child  on  another.  Unfortu¬ 
nately  the  child  who  is  most  sensitive  to  teasing  and 
bullying  is  the  very  one  who  is  the  butt  of  children’s 
thoughtless  cruelty,  and  the  child  so  tormented  is 
often  most  unwilling  to  confess  even  to  his  parents 
the  reason  of  his  dread,  perhaps  partly  from  a  feeling 
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that  tale -bearing  is  bad  form,  but  partly  also  from  a 
sense  of  shame  at  his  own  feeling  of  inferiority. 

There  is  another  form  of  bullying  which  plays  a 
part  in  causing  nervous  dread  of  school,  an  even  less 
excusable  form  than  that  already  mentioned — I  mean 
bullying  by  teachers.  There  are  teachers — and  I 
speak  from  personal  observation — who  seem  to  think 
that  intimidation  is  necessary  to  discipline.  They 
shout  and  threaten,  and  threaten  and  shoufc,  and  deal 
out  punishments  right  and  left,  keeping  a  timid  child 
in  a  ferment  of  suppressed  anxiety,  and  adding  not  a 
little  to  the  nervous  strain  of  the  child’s  school  life. 

In  observing  school-teachers  at  their  work  I  have 
been  impressed  with  the  value  of  ‘  quietness  and  con¬ 
fidence  ’  in  the  issuing  of  orders  and  in  the  mainten¬ 
ance  of  discipline.  There  is  a  compelling  dignity  in 
the  courtesy  of  quietness,  which  children — even  many 
of  those  coming  from  homes  where  loudness  is  habi¬ 
tually  mistaken  for  firmness — are  quick  to  appreciate 
and  respect.  To  a  nervous  child  quietness  of  speech 
and  command  is  a  boon  and  does  much  to  get  rid  of 
that  dread  which  a  bad  teacher  regards  as  essential 
to  discipline. 

But  the  strain  of  school  life  often  has  nothing  to 
do  with  any  dread  or  dislike  of  school.  There  are 
sensitive  highly-strung  children  who  enjoy  school  and 
are  keen  and  quick  both  at  lessons  and  games,  but 
quickly  become  used  up,  and  after  a  few  weeks  of 
very  ordinary  routine,  such  as  has  no  ill  effect  on 
other  children,  are  so  exhausted  that  medical  advice 
is  sought  and  it  is  clear  that  the  one  thing  necessary 
is  to  reduce  the  expenditure  of  nervous  and  physical 
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energy  either  by  removing  the  child  from  school 
altogether  for  a  time,  or  by  arranging  some  unusually 
mild  regime  of  school-work. 

One  respect  in  which  schools  are  sometimes  at 
fault  is  the  hours  of  sleep.  In  Roman  Catholic 
boarding-schools  particularly,  where  children  of  10 
years,  or  even  less,  get  up  daily  at  6  or  6.30  a.m.  for 
Mass,  sleep  is  broken  so  early  that  no  sufficient  com¬ 
pensation  is  made,  or  indeed  is  practicable,  by  send¬ 
ing  the  children  to  bed  at  some  unusually  early  hour. 
It  is  not  surprising  if  the  child  getting  an  hour,  or 
even  two  hours  less  sleep  than  he  is  accustomed  to 
have  at  home,  is  found  to  be  ‘tired’  and  ‘slow’,  or 
to  be  subject  to  headaches  when  at  school.  I  should 
like  to  say  here  that  I  have  always  found  the  head 
of  any  particular  Roman  Catholic  school  ready  to 
appreciate  the  need  for  relaxing  the  rule  of  atten¬ 
dance  at  Mass  when  I  have  pointed  out  that  a  child 
was  needing  the  extra  rest.  It  is  not,  however,  only 
in  these  schools  but  in  many  others,  especially  per¬ 
haps  preparatory  schools,  that  children  lose  part  of 
the  sleep  which  they  would  get  at  home.  I  have 
before  me  notes  of  a  boy,  aged  9  years,  a  boy  of  con¬ 
tinual  activity  of  mind  and  body,  who  goes  to  bed 
at  home  regularly  at  6.30  p.m.  and  is  asleep  by  7  p.m. 
At  school  he  goes  to  bed  at  7.30  p.m.,  ‘lights  out’  at 
8.30  p.m. ;  at  home  he  gets  up  at  7.15-7.30  a.m.,  at 
school  at  7.15  a.m.  In  this  particular  case  his  sleep 
is  reduced  at  school,  certainly  by  half  an  hour,  prob¬ 
ably  by  1J  hours  or  more.  Another  child,  a  girl  aged 
9J  years,  brought  to  me  with  complaint  of  fatigue 
and  exhaustion,  went  to  bed  at  home  at  6.45  p.m., 
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whereas  at  school  her  bed-time  was  8  p.m.,  so  that 
apart  from  any  earlier  rising  at  school  she  was  de¬ 
prived  of  1J  hours  of  sleep,  or  at  any  rate,  of  rest  in 
bed,  to  which  she  was  accustomed  at  home. 

To  us  older  folk  it  may  matter  little  whether  the 
night’s  rest  is  an  hour  or  two  shorter  or  longer,  but 
to  a  child  it  does  matter  when  the  constructive  pro¬ 
cesses  of  the  body  are  most  active  and  the  repair 
afforded  by  sleep  is  invaluable.  It  is  indeed  ‘burning 
the  candle  at  both  ends’  to  keep  a  child  all  day  up 
to  the  strenuous  regime  of  school  life  and  then,  in 
addition,  to  shorten  his  hours  of  sleep. 

Amongst  the  symptoms  of  fatigue  at  school  I  have 
mentioned  headache :  I  think  that  in  some  cases  this 
is  due  simply  to  nervous  exhaustion.  I  have  notes  of 
cases  where,  after  exclusion  of  other  causes,  the  head¬ 
aches,  occurring  especially  in  the  later  part  of  the 
day,  seemed  to  be  due  to  brain- weariness. 

It  may  be  that  headache  at  the  school-age  is  more 
often  due  to  eye-strain,  to  constipation  or  to  indiges¬ 
tion,  or  to  unhealthy  throat  conditions,  and  in  girls 
is  sometimes  related  to  the  onset  of  puberty,  but  in 
some  highly  strung  children  the  effort  of  concentra¬ 
tion  required  at  school,  especially  as  the  term  ad¬ 
vances  and  the  effort  has  been  continued  for  several 
weeks — perhaps  intensified  then  by  examinations — 
seems  sufficient  by  itself  to  cause  recurring  headaches. 
When  there  is  added  to  this  mental  effort  the  loss  of 
some  of  the  sleep  to  which  the  child  has  been  accus¬ 
tomed  at  home,  and  the  considerable  output  of  physi¬ 
cal  energy  in  games  and  exercise,  there  is  reason 
enough  for  this  headache  of  fatigue. 
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There  is  another  cause  in  some  schools  for  head¬ 
aches,  namely  used-up  air  in  the  rooms,  deficiency  of 
oxygen,  and  excess  of  C02.  I  remember  a  school  in 
which  the  air  in  some  of  the  class-rooms  at  the  end 
of  the  afternoon  was  foul -smelling  and  stagnant;  it 
was  little  wonder  if  the  children  there  had  pale  faces 
and  aching  heads,  and  indeed  these  were  not  lacking. 
A  friend  tells  me  of  his  school-days  at  one  of  our  best- 
known  public  schools,  where  a  candle  held  near  the 
ceiling  in  his  dormitory  would  not  burn  for  lack  of 
oxygen.  Things  have  improved  in  the  matter  of 
ventilation  at  schools,  but  the  crowding  of  too  many 
children  into  a  room  with  insufficient  ventilation  is  still 
to  bereckoned  amongst  thepossible  causes  of  headache. 

One  result  of  fatigue,  whether  physical  or  mental,  is 
lack  of  concentration,  inability  to  concentrate  atten¬ 
tion  upon  the  matter  in  hand :  we  all  know  what  it  is 
to  feel  'too  tired  to  think5.  In  this  connexion  the 
causes  in  general  of  difficulty  in  mental  concentra¬ 
tion  are  worth  considering. 

I  would  premise  that  ability  to  concentrate  atten¬ 
tion  is  innate  in  man  as  in  the  lower  animals — perhaps 
we  are  not  all  born  with  the  same  coefficient  of 
concentration — but  to  some  extent  it  is  a  matter  of 
training,  and  as  I  have  suggested  ( vide  page  148)  this 
training  should  be  begun  in  pre-school  years. 

In  varying  degree  lack  of  mental  concentration  is 
a  common  symptom  of  feeble-mindedness ;  in  the 
more  severe  cases  of  amentia  it  may  be  complete  or 
almost  so.  There  is  some  truth  in  Chesterfield’s  state¬ 
ment  that  ‘  there  is  no  surer  sign  of  a  little  weak  mind 
than  inattention5. 
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Physical  ill  health  is  sometimes  the  cause  of  failure 
of  mental  concentration.  Both  school-teachers  and 
parents  had  recognized  this  in  some  of  the  children 
brought  to  me.  The  falling-off  in  keenness  and  con¬ 
centration  at  school  had  been  reported  as  a  noticeable 
change,  and  the  child  has  shown  on  examination 
some  ailment,  usually  of  a  minor  character,  making 
him  pale  and  ‘below  par’.  The  improvement  in 
school  work  with  improvement  of  health  bears  out 
the  relationship. 

Apart  from  ill  health,  fatigue,  particularly  the  re¬ 
curring  fatigue  of  a  strenuous  school  regime,  perhaps 
with  insufficient  sleep,  lessens  the  capacity  for  mental 
concentration.  But  here  I  would  stress  again  the 
difference  in  staying-power  between  different  chil¬ 
dren,  and  the  special  liability  of  the  sensitive,  highly- 
strung  child  to  become  exhausted  and  flag  in  con¬ 
centration. 

From  whatever  cause  a  child  shows  this  difficulty 
of  mental  concentration  the  remedy  is  not  to  hold 
him  stubbornly  to  the  matter  in  hand,  which  only 
results  in  increasing  his  bewilderment  and  confusion, 
but  to  rest  his  mind  by  change  of  subject,  a  counsel 
of  perfection  which  is  much  easier  of  accomplish¬ 
ment  in  individual  teaching  than  in  class  instruction. 

A  child’s  failure  to  concentrate  upon  his  school- 
work  is  not  always  due  to  anything  amiss  in  the 
child;  there  is  such  a  thing  as  lack  of  skill  in  the 
teacher  to  present  his  subject  in  a  way  likely  to  hold 
attention.  I  have  sometimes  felt  when  I  have  listened 
to  the  teaching  of  children  that  the  sharp  reprimand 
for  a  child’s  inattention  should  have  fallen,  not  on 
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the  child,  but  on  the  teacher.  So  long  as  anybody 
can  undertake  the  difficult  task  of  teaching  children 
without  any  adequate  training — indeed,  without  any 
training  whatever — it  is  not  surprising  that  a  teacher 
may  not  know  how  to  make  his  subject  interesting. 

Let  me  not  be  thought  to  lack  sympathy  for  the 
teacher.  Does  not  every  teacher  know  the  child  who, 
wdien  asked  some  simple  question  relative  to  the  page 
before  him,  gazes  anywhere  except  at  the  book,  has 
the  appearance  of  complete  mental  vacuity,  and 
either  gives  some  reply  hopelessly  wide  of  the  mark, 
or  simply  ‘offers  no  solution  of  the  question’.  These 
children  who  fail  to  come  to  grips  might  tax  the 
patience  of  Job. 

Well  might  Locke1  say,  ‘A  proper  and  effectual 
remedy  for  this  wandering  of  the  thoughts  I  would 
be  glad  to  find’.  He  adds  some  sensible  advice: 

‘he  that  will  observe  children  will  find  that  even  when 
they  endeavour  their  utmost,  they  cannot  keep  their 
minds  from  straggling.  The  way  to  cure  it,  I  am  satisfied, 
is  not  angry  chiding  or  beating,  for  that  presently  fills 
their  heads  with  all  the  ideas  that  fear,  dread  or  confusion 
can  offer  to  them.  To  bring  back  gently  their  wandering 
thoughts  by  leading  them  into  the  path  and  going  before 
them  in  the  train  they  should  pursue,  without  any  rebuke 
or  so  much  as  taking  notice  (where  it  can  be  avoided)  of 
their  roving,  I  suppose  would  sooner  reconcile  and  inure 
them  to  attention.’ 

How  heavy  a  drain  school  may  be  upon  the  physi¬ 
cal  resources  of  a  child  is  shown  most  undeniably  by 

1  Locke,  On  the  Conduct  of  the  Understanding,  London,  1762, 
sect.  xxx. 
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the  weight-record  during  term-time  as  contrasted  with 
that  during  holidays.  How  common  it  is  for  a  boy 
or  girl,  both  at  the  preparatory-school  age  and  later, 
to  lose  weight  almost  regularly  every  term,  a  loss 
which  must  somehow  be  made  good  in  the  holidays, 
if  the  child’s  growth  and  development  are  not  to 
suffer.  A  loss  of  3  lb.  in  a  term  is  very  common.  I 
have  notes  of  children  who  lost  6  lb.  in  a  term.  A 
girl,  aged  10  years,  lost  15  lb.  in  her  first  term  at  a 
boarding-school.  She  regained  10  lb.  during  the  holi¬ 
days  but,  in  view  of  so  heavy  a  loss,  it  was  thought 
wise  to  substitute  day-school  for  boarding-school  and 
the  child  throve  well  until,  at  13  years  old,  boarding- 
school  was  again  tried,  with  the  result  that  she  lost 
10  lb.  in  weight  during  the  term. 

If  any  doubt  were  raised  as  to  the  causation  of  the 
loss  of  weight  by  school-regime,  it  is  convincingly 
settled  by  the  rapid  gain  of  weight  directly  the  holi¬ 
days  begin ;  for  instance,  a  girl  aged  10  J  years,  after 
losing  3  lb.  during  the  term  at  boarding-school, 
gained  5  lb.  in  the  first  fortnight  of  the  holidays ; 
another  girl  who  had  lost  4  lb.  in  the  first  two  months 
of  the  term,  gained  3  lb.  14  oz.  on  being  brought  home 
for  one  week.  I  could  multiply  examples  of  this 
rapid  gain  of  weight  during  the  holidays,  particu¬ 
larly  during  the  earlier  part  of  the  holidays. 

Fortunately  the  gain  of  weight  during  the  holidays, 
especially  including  the  gain  during  the  long  summer 
holiday,  is  usually  more  than  sufficient  to  compensate 
for  the  loss  at  school,  so  that  the  net  result  on  the 
year’s  record  may  be  a  gain,  little,  if  at  all,  below  the 
normal  average.  This,  however,  is  not  always  so ;  I 
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give  here  two  records,  the  first  showing  progressive 
gain  of  weight,  in  spite  of  the  losses  at  school,  the 


second  showing  arrest  o 
Boy ,  aged  10  J  years. 

End  of  Summer  holidays  . 
End  of  Autumn  term 
End  of  Christmas  holidays 
End  of  January  term 
End  of  Easter  holidays 
End  of  Summer  term 


weight  as  the  net  result. 

Weight  Gain  Loss 
st.  lb.  lb.  oz.  lb.  oz. 
4  10 

49  ..  10 

4  10  10 

Weight  not  recorded 
4  10 

48  ..  20 


At  11 J  years. 

End  of  Summer  holidays  . 
End  of  Autumn  term 
End  of  Christmas  holidays 
End  of  January  term 
End  of  Easter  holidays 
End  of  Summer  term 


4  131  54 

4  9  .  .  4  4 

4  12  3  0 

5  0  2  0 

5  2  2  0 

4  12  ..  40 


At  12 J  years. 

End  of  Summer  holidays  . 
End  of  Autumn  term 
End  of  Christmas  holidays 
End  of  January  term 
End  of  Easter  holidays 
End  of  Summer  term 


5  6  8  0 

5  3  .  .  3  0 

5  6  3  0 

5  5  .  .  10 

5  9  4  0 

5  7  .  .  2  0 


At  13 J  years. 

End  of  Summer  holidays  .  6  1  8  0 


It  will  be  seen  that  in  each  year  (reckoned  from 
the  end  of  the  summer  holidays)  there  was  a  net 
gain  of  weight,  although  there  was  a  loss  during 
every  term  except  one,  so  far  as  records  were  avail¬ 
able. 

Whether  this  sort  of  progress  by  two  steps  forward 
and  one  step  backward  can  be  considered  the  ideal 
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mode  of  ensuring  the  best  physical  development  in 
a  child  is,  I  think,  open  to  doubt. 

Here  is  the  record  of  another  child  for  whom  the 
effect  of  school,  so  far  as  his  weight  was  concerned, 


was  more  definitely  prejudicial. 

Boy ,  aged  11  years. 

W  eight 

Gain 

Loss 

st.  lb. 

lb.  oz. 

lb. 

oz. 

End  of  Christmas  holidays 

5  4£ 

•  • 

« 

. 

End  of  January  term 

5  0 

•  . 

4 

8 

End  of  Easter  holidays 

5  6 

6  0 

• 

. 

End  of  Summer  term 

5  0* 

•  • 

5 

8 

End  of  Summer  holidays  . 

5  7 

6  8 

• 

• 

End  of  Autumn  term 

5  2 

•  ♦ 

5 

0 

At  12  years. 

End  of  Christmas  holidays 

5  6£ 

4  4 

« 

. 

End  of  January  term 

Weight  not  recorded, 
loss  of  about  3  lb. 

estimated 

End  of  Easter  holidays 

5  9 

6  0 

•  • 

End  of  Summer  term 

5  4* 

•  . 

4 

8 

In  this  case  it  will  be  seen  that  owing  to  the  losses 
of  weight  every  term  at  school,  the  boy  made  no 
permanent  advance  in  weight  in  eighteen  months,  at 
an  age  when  he  should  have  gained  in  that  period 
at  least  9  lb. 

The  explanation  of  these  losses  of  weight  at  school 
is  not  far  to  seek.  The  first  thought  which  jumps  to 
a  parent’s  mind  is  insufficient  feeding,  but  after  de¬ 
tailed  inquiry  into  the  feeding  at  many  schools, 
preparatory  and  public,  I  think  that  so  far  from 
being  a  common  cause  of  the  weight  failure,  this  is 
a  very  exceptional  one.  According  to  my  own  in¬ 
quiries,  spread  over  many  years,  the  standard  of 
feeding  in  boarding-schools  has  improved  greatly  in 
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recent  times ;  and  is  now  so  good  in  most  that  it 
would  be  unreasonable  to  attribute  the  losses  in 
weight  to  any  defect  in  feeding. 

The  factors  which  influence  the  weight  most  at 
school  are,  I  think,  the  expenditure  of  physical 
energy  in  the  strenuous  daily  regime  of  work  and 
organized  games  and  exercises,  and  added  thereto, 
the  diminished  time  spent  in  bed. 

It  is  the  complete  relaxation  from  this  regime,  the 
conservation  of  energy  by  diminution  of  mental  and 
muscular  effort  and  by  increased  hours  of  sleep,  that 
results  in  the  large  gains  of  weight  during  holidays. 

It  is  clear  that  these  holiday  gains  are  extremely 
important,  even  if  they  only  make  good  the  losses 
at  school  which  might  otherwise  result  in  the  bank¬ 
ruptcy  of  development. 

I  have  mentioned  the  high  standard  of  feeding 
which  obtains  nowadays  in  most  schools;  I  must 
admit  that  there  are  exceptions.  I  still  hear  of 
boarding-schools,  and  expensive  ones,  where  break¬ 
fast  consists  only  of  porridge  or  some  dried  cereal 
and  bread  and  butter,  of  schools  where  an  egg,  one 
of  the  most  valuable  foods  for  growing  children,  is 
not  seen  from  the  beginning  of  the  term  to  the  end, 
where  milk  as  a  drink  is  only  given  if  the  parents  pay 
extra  for  it. 

One  thing  is  clear  that  to  compensate  for  the  ex¬ 
penditure  of  energy  of  mind  and  body  at  school,  not 
only  suitable  food  is  needful  but  food  in  plenty. 
Quite  apart  from  the  tax  which  school  makes  upon 
the  child,  the  age  of  school  is  the  age  of  growth  and 
development,  so  that  liberal  feeding  is  all-important. 
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Abdominal  disorder,  knee- 
elbow  position  with,  119. 

Abdominal  distension  with 
‘pica’,  79. 

Abdominal  examination  during 
sleep,  115. 

‘Acidosis’,  appetite  increased 
with,  72. 

drowsiness  with,  138. 

Adenoids,  sleep  disturbed  by, 

122. 

Age  of  first  fear,  81. 
of  first  laughter,  22. 
of  first  smile,  23. 

Age  incidence  of  night -terrors, 
123. 

of  ‘pica’,  76. 
of  somnambulism,  128. 

Ages,  sleep  requirements  at 
different,  112. 

Agoraphobia,  93. 

Alcoholism,  laughter  with,  31, 
79. 

tearfulness  with,  7. 

Albuminuria  cyclic,  tiredness 
with,  51. 

Amentia,  complete  anorexia 
with,  58. 

concentration  lacking  in,  165. 
perverted  appetite  with,  75. 
timidity  with,  83. 

Anaemia,  tiredness  with,  50. 

Anaesthetic,  given  during  sleep, 
116. 

Animals,  fear  of,  95. 

Anorexia,  complete  in  amentia, 
58. 

congenital,  55,  58,  60. 
constipation  with,  63. 
dentition  causing,  61. 
environment,  related  to,  65, 
66. 

idiocy  with,  58. 
prematurity  with,  59. 
psychical  factors  in,  65. 
tonsil  affections  causing,  63. 
treatment,  68,  69. 


‘Anorexia  nervosa’,  67. 
Antipathy,  fear  related  to,  97, 
98. 

to  animals,  97. 
to  bells,  97. 
to  music,  98. 
to  persons,  99. 
Anxiety-neurosis,  94. 

Appetite,  54. 

absence  of,  in  idiots,  58. 
congenital  lack  of,  55,  58,  60. 
deficient,  causes  of,  61,  62. 
delayed  development  of,  58, 
59. 

dentition  affecting,  61,  62. 
environment,  relation  to,  65, 
66. 

excessive,  71. 

increased  before  ‘cyclic  vo¬ 
miting’,  72. 

individual  variations  of,  54. 

largeness  of,  70. 

obesity  not  proportionate  to, 

71. 

perverted,  74. 
poor,  treatment  of,  69. 
Arsenic,  ill  temper  from,  40. 
Ascarides,  72. 
thirst  with,  73. 

‘pica’,  with,  78. 

Asthma,  laughter  exciting,  27. 

Bed,  large,  danger  for  infants, 
144. 

Bed-time,  late,  ill  effects  of,  108. 
Bells,  fear  of,  97. 

vomiting  at  sound  of,  98. 
Birth,  anorexia  from,  55. 
appetite,  starting  from,  58. 
crying  at,  1. 
painfulness  of,  2,  3. 
sensation  present  at,  3. 
tactile  sensation  at,  3. 

Black  clothing,  fear  of,  83. 
Bromide,  ill  temper  from,  40. 
Broncho -pneumonia,  drowsi¬ 

ness  in,  139. 


174 


INDEX 


Cats,  fear  of,  96. 
suffocation  by,  144. 

Cerebral  injury  at  birth,  4. 
tumour,  sleepiness  with,  140. 

Chesterfield,  on  sleep,  112,  135. 
on  laughter,  21. 

Chorea,  fright  in  relation  to, 

101. 

‘Citta’,  perverted  appetite,  74. 

Claustrophobia,  93. 

Climbing  in  somnambulism, 
131. 

Concentration,  mental,  defi¬ 
ciency  of,  165. 
mental,  training  of,  148. 

Congenital  anorexia,  55,  58,  60. 
temper,  34,  36. 

Constipation,  anorexia  with, 
63. 

school,  in  relation  to,  152. 
timidity  with,  90. 
tiredness  with,  48. 

Cradle-rocking,  119. 

Cretins,  tears  of,  17. 
temper  of,  41. 

Crying,  absence,  morbid,  of,  16. 
affectation  of,  15. 
at  birth,  1. 
convulsions  from,  12. 
enuresis  from,  15. 
epistaxis  from,  16. 
hoarseness  from,  15. 
ill  health  causing,  6. 
infant’s  normal,  3. 
puffy  eyelids  from,  16. 
results  of,  12,  15. 
shock  inhibiting,  17. 
sudden,  in  sleep,  128. 

‘Cyclic  vomiting’,  sleepiness 
with,  138. 

Dark,  fear  of,  84. 

Darwin,  Charles,  on  first 
laughter,  23. 
on  first  smile,  23. 
on  first  tears,  5. 

Darwin,  Erasmus,  on  appetite, 
70. 

on  laughter,  28. 
on  ‘pica’,  74. 


‘Day-terrors’,  symptoms,  87. 
petit  mal  simulating,  89. 
treatment,  89. 
vertigo  simulating,  89. 
Dentition,  anorexia  with,  61. 

timiditv  with,  86. 

Digestive  disorder,  anorexia 
with,  63. 

appetite  perverted,  with,  77. 
ill  temper  from,  39,  40. 
knee-elbow  position  with, 
119. 

laughter,  morbid,  with,  30. 
night-terrors  with,  124. 
‘pica’,  from  77. 
sleep  disturbance  with,  122. 
tearfulness  with,  7. 
timidity  with,  90. 

Dinner,  evening,  harmful  to 
children,  113,  121. 
Dirt-eating,  74,  76. 

Drugs,  insomnia  and,  120,  121. 

temper  affected  by,  40. 
Dung-eating,  76. 

Emaciation,  anorexia  nervosa 
causing,  67,  68. 
Emotionalism,  6,  8,  29. 
Encephalitis  lethargica,  laugh¬ 
ter  morbid  in,  29. 
sleep  abnormal  in,  139. 
tearfulness  in,  8. 
Endocarditis,  screaming  in,  9. 
Enuresis,  coughing  causing, 
27. 

crying  causing,  15. 
dream  origin  of,  132. 
laughter  causing,  26. 
night-terror  with,  125. 
sneezing  causing,  27. 
Environment,  appetite  affected 
by,  65,  66. 

tearfulness  related  to,  14. 
temper  affected  by,  37,  38. 
Epigastric  pain  in  epilepsy,  73. 
Epilepsy,  fright  relation  to, 
12,  105,  106. 
laughter,  relation  to,  25. 
‘masked’,  sleep  in,  141. 
sleep  after,  142. 
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Epistaxis  from  crying,  16. 
Excitement,  sleep  disturbed 
by,  122. 

Eyelids  puffed  with  crying, 

16. 

Eyes,  condition  of,  in  sleep, 

115. 

extruded  by  crying,  16. 


Fainting,  tiredness  associated 
with,  51. 

Fatigue,  different  from  tired¬ 
ness,  44. 

Fats,  harmful  in  anorexia,  69. 
Fear,  acquired,  82. 

age  of  first  manifestation, 

81. 

amentia  prone  to,  83. 
chorea,  relation  to,  101. 
darkness  causing,  84. 
environment  relation  to,  82. 
‘experience’  as  cause  of,  82. 
flies,  object  of,  95. 
fur,  object  of,  98. 
functional  nervous  disorders 
from,  102. 

habit-spasm  from,  105. 
health  in  relation  to,  86. 
heart -beat  affected  by,  101. 
height  causing,  94. 
imagination  and,  83. 
instinctive  character  of,  82. 
intelligence,  relation  to,  83. 
mental  disorder  from,  104. 
morbid,  86,  91. 
physical  states,  in  relation 
to,  86. 
religious,  96. 
sounds  causing,  82. 
speech  affected  by,  102,  103. 
stuttering  from,  102. 
sweating  with,  84. 
thunder  causing,  84. 
treatment,  85,  89,  91. 
unfamiliar  causing,  83. 
vomiting  with,  101. 

Fever,  appetite  affected  by, 
62. 

convulsions  with,  138. 


Fever  ( cont .) 

effects  in  different  indivi¬ 
duals,  138. 

excitement  with,  138. 
somnolence  with,  138. 
Flatulence,  insomnia  from,  121. 
Food,  refusal  of,  61,  62. 

(See  Anorexia.) 

Fright,  chorea  relation  to,  101. 
effects  of,  100. 
epilepsy,  relation  to,  12,  105, 
106. 

functional  nervous  disorder 
from,  102. 

hair  standing  on  end  with, 
103. 

habit-spasm  from,  105. 
heart,  effect  on,  101. 
mental  disorder  from,  104. 
pallor  from,  100. 
speech  affected  by,  102,  103. 
stuttering  from,  102. 
vomiting  from,  101. 

Galton,  on  temper,  37. 
Giddiness,  causes  of,  11. 

screaming  with,  10,  89. 
Gower,  Sir  W.,  on  fright  and 
epilepsy,  105. 

Grinding  teeth,  causes  of,  123. 
Growth  in  weight,  school,  effect 
on,  168. 

sleep  favouring,  109. 

Habits,  sleep -inducing,  117. 
Habit -spasm,  fright  causing, 
105. 

school  producing,  156. 
timidity,  morbid,  with,  105. 
Hair  standing  up  with  fright, 
103. 

Headaches,1 'school  causing,  164. 
somnambulism,  related  to, 
134. 

Heart-rate,  fear  effect  on,  101. 

sleep  effect  on,  111. 

Heart  rhythm,  fear,  effect  on, 

101. 

sleep,  effect  on,  111. 

Height,  morbid  fear  of,  94. 
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Heredity  of  temper,  36. 

Hour  of  night,  value  of  sleep 
in  relation  to,  109. 

Hours  of  sleep  required  at 
different  ages,  112. 
Hysteria,  laughter  in,  30. 

Idiocy,  absence  of  appetite  in, 
58. 

fright  causing,  104. 
Illegitimate  infants,  overlying 
of,  143. 

Ill  health,  fear  related  to,  86. 
Imagination,  timidity  related 
to,  83. 

Imbeciles,  timidity  of,  83. 

perverted  appetite  in,  75. 
Imitation  of  temper,  39. 
Indigestion,  ill  temper  from,  39. 
perverted  appetite  with,  78, 
79. 

tearfulness  with,  7. 

Infancy,  anorexia  in,  81. 
perverted  appetite  in,  75. 
sleeplessness  in,  120. 

Infant  schools,  149. 

Influenza,  depression  after,  6. 
somnolence  after,  137. 
timidity  after,  86. 

Insanity,  29,  105. 
fright  causing,  105. 
laughter,  morbid  in,  29. 
Insomnia,  causes  in  childhood, 
120,  121,  122. 

cold  and  heat  causing,  122. 
effect  on  temper,  41. 
excitement  causing,  122. 
meals  affecting,  121. 
timidity  morbid,  with,  91. 
treatment  of,  121,  122. 
Internal  secretions,  temper  re¬ 
lated  to,  41. 

Knee-elbow  position  in  sleep, 

119. 

Labour  difficult,  delayed  cry 
after,  3. 

Laughter,  absence  of,  32. 
age  of  first  appearance,  22. 


Laughter  ( cont .) 

asthma,  excited  by,  27. 
Chesterfield  on,  21. 
choreic,  30. 
convulsive,  24. 
death  from,  27,  28. 
encephalitis  lethargica,  mor¬ 
bid  in,  29. 
enuresis  from,  26. 
epilepsy  beginning  with,  25. 
epilepsy  caused  by,  25. 
excessive,  28. 
health  promoted  by,  31. 
hiccough  from,  26. 
insanity,  morbid  in,  29. 
in  sleep,  25. 

meningitis,  absent  in,  32. 
mental  deficiency,  morbid, 
in,  28. 

spastic  palsies,  morbid,  in, 
29. 

vomiting  from,  26. 
wheezing  from,  27. 
‘Laughing-gas’,  31. 

Locke,  John,  on  sleep,  136. 

on  inattention,  167. 
Luminal,  ill  temper  from,  40. 

‘Masked  epilepsy’,  sleep  in, 

141. 

Meals  in  relation  to  sleep,  113. 
Measles,  timidity  a  sequel,  86. 
Medico -legal  aspects  of  sleep- 
walking,  131,  132. 

Mental  deficiency,  appetite  per¬ 
verted  in,  75. 

crying,  morbid  absence  of, 
in,  17. 

laughter  morbid,  in,  28,  29. 
screaming  in,  9. 
timidity  in,  83. 

Micturition,  during  sleep-walk¬ 
ing,  132. 

Midday  sleep,  113. 

Moaning  in  sleep,  11. 

Mongols,  crying  infrequent  in, 

17. 

timidity  in,  83. 

Mumps,  somnolence  after,  137. 
Music,  antipathy  to,  98. 
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Narcolepsy,  137. 

Nervous  temperament,  fatigue 
with,  47,  150. 
school  effect  on,  150,  153. 
somnambulism  with,  134. 
tiredness  with,  47,  150. 
Newborn,  appetite  starting  of, 
in,  58. 

respiration  beginning  in,  1 . 
screaming  of,  3. 
Night-terrors,  age  incidence, 

123. 

causes  of,  124. 
constipation  causing,  124. 
digestive  disorder  causing, 

124. 

enuresis  with,  125. 
fever  causing,  124,  138. 
midday  sleep,  occurrence  in, 
124. 

polyuria  after,  125. 
profoundness  of  sleep  in,  125. 
psychical  causes  of,  124. 
repeated  in  same  night,  124. 
respiratory  obstruction  caus¬ 
ing,  124. 

sex  incidence,  123. 
symptoms  of,  123,  124. 
threadworms  causing,  124. 
timidity,  morbid,  associated 
with,  96. 
treatment,  126. 
vomiting  with,  125. 

Nursery  schools,  149. 

Obesity,  appetite  with,  7. 
sleepiness  with,  140. 
temper,  relation  to,  42. 
tiredness  from,  52. 
Overlying,  143. 

illegitimate  infants,  and,  143. 
statistics  of,  143. 

Pallor  from  fear,  100. 

‘Pavor  diurnus’,  day-terror, 
87,  89. 

Perverted  appetite,  abdominal 
distension  with,  79. 
age-incidence  of,  76. 
causes  of,  77. 


Perverted  appetite  ( cont .) 
nervous  symptoms  with,  79. 
prognosis,  79. 

substances  eaten  during,  76. 
treatment,  79. 

Phobias,  see  Fear. 

‘Pica’,  see  Perverted  appetite. 
Pictures  sensational,  ill  effect 
of,  83,  92. 

Pneumonia,  sleepiness  with, 
139. 

Posture  in  sleep,  114,  119. 
Puberty,  fears  morbid,  with,  93. 
tearfulness  with,  8. 
tiredness  with,  52. 

Pulse  in  sleep,  111. 

Pupils  in  sleep,  115. 
in  somnambulism,  130. 

Religious  fears,  96. 
Respiration,  beginning  of,  at 
birth,  1. 

cyclic  in  sleep,  116. 
obstructed,  sleep  disturbed 
by,  122. 

Roundworms,  72. 

‘pica’  with,  72. 
thirst  with,  73. 

Schizophrenia,  laughter,  mor¬ 
bid,  in,  29. 

School,  age  of  beginning,  149, 
150. 

bullying  by  children,  161. 
bullying  by  teachers,  162. 
constipation,  related  to,  152, 

153. 

dread  of,  156. 
exhaustion  from,  154,  155. 
games  in  relation  to  fatigue, 

154. 

headaches  from,  164. 
homework,  155. 
length  of  daily  routine,  153. 
loss  of  weight  at,  167. 
nervous  strain  of,  150,  162. 
nursery  schools,  value  of, 
149. 

physical  strain  of,  153,  154, 
162,  167. 
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School  ( cont .) 

pre-school  training,  value  of, 

147. 

punishments,  158. 
quietness  of  discipline,  value 
of,  162. 

running  away  from,  159. 
sleep,  deficiency  of,  at,  163. 
sleep-walking,  related  to, 
129,  134. 

teachers  untrained  in,  156, 
157,  166. 

travelling,  daily,  strain  of, 

151. 

untrained  teachers  in,  157. 
ventilation  deficient  in,  165. 
vomiting  before,  157. 
w.c.s  at,  153. 
weight,  effect  on,  167. 
Sclerosis  cerebral,  laughter 
morbid  with,  29. 
Screaming,  convulsions  from,  12. 
cyanosis  from,  12. 
in  acute  illness,  9. 
in  newborn,  3. 
with  epilepsy,  11,  12. 
with  otitis  media,  10. 
with  vertigo,  10. 

Shock  inhibiting  crying,  17. 
Sleep,  abdominal  examination 
during,  115. 

amount  needed  at  various 
ages,  112. 

anaesthetic  given  during 
sleep,  116. 

body-rocking  in,  118. 
cradle-rocking  for,  118. 
deficiency  of,  108,  163. 
depth  of,  at  different  hours, 
109. 

disorders  of,  120. 
disturbances  of,  120. 
effect  on  tissues,  109. 
epilepsy  in  relation  to,  141, 
142. 

excessive,  136. 
eyes,  state  of,  during,  1 1 3, 1 15. 
grinding  teeth  in,  123. 
growth  in  length  favoured 
by,  110. 


Sleep  {cont.) 

habits,  to  induce,  117. 
heart,  effect  on,  111. 
importance  of,  108. 
knee-elbow  position  in,  119. 
laughter  in,  25. 

Locke  on,  136. 

‘masked  epilepsy’  showing 
as,  141. 

meals  in  relation  to,  113. 
mental  exertion  causing, 
136. 

midday,  112. 
moaning  in,  11. 
night-terrors,  123. 
ophthalmoscopic  examina¬ 
tion  during,  115. 

Pavlov  on,  108,  130. 
physical  examination  during, 

115. 

posture  in  sleep,  114,  119. 
profoundness  of,  109. 
pupils  in,  113,  115,  130. 
rectal  examination  during, 

116. 

respiration  in,  111,  116. 
restless,  122. 
sobbing  in,  11. 
somnambulism,  128. 
talking  in,  126,  129. 
teeth -grinding  in,  123. 
vital  necessity  of,  108. 
walking  in,  128. 

Sleepiness,  ‘  cyclic  vomiting  ’ 
preceded  by,  138. 
fever  causing,  138. 
mumps  followed  by,  137. 
obesity  with,  140. 
uraemia  causing,  138. 
Sleeping-place  for  infants,  142. 
Sleeplessness,  causes  in  child¬ 
hood,  120,  121,  122. 
cold  and  heat  causing, 
122. 

emptiness  a  cause  of,  121. 
flatulence  causing,  121. 
meals  related  to,  121. 
temper,  effect  on,  41. 
timidity,  morbid,  with,  91. 
treatment,  121,  122. 
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Sleep -talking,  126,  129. 
‘Sleep-tetany’,  135. 
Sleep-walking,  age  and  sex  in¬ 
cidence,  128. 
causes  of,  134. 
characters  of,  128,  130. 
climbing  in,  131. 
complexity  of  actions  in, 
130. 

conversing  during,  129. 
destructive  impulses  in,  131. 
falls  during,  131. 
hour  of  occurrence,  133. 
medico -legal  aspects  of,  132. 
micturition  during,  132. 
profoundness  of  sleep  in, 
130. 

remembrance  of,  133. 
repeated  in  same  night,  133. 
school  work,  relation  to,  129, 
134. 

treatment,  134,  135. 

Smiling,  age  of  first,  23. 
Sobbing,  age  of  first,  5. 
in  sleep,  11. 

Somnolence,  acute  illness  fol¬ 
lowed  by,  139. 

‘  cyclic  vomiting  ’  preceded 
by,  138. 

fever  causing,  138. 
obesity  with,  140. 
pneumonia  causing,  139. 
uraemia  causing,  138. 
Spastic  paralysis,  laughter  mor¬ 
bid  with,  29. 

Speech,  fright  effect  of,  on, 
102,  103. 

Stuttering,  fright  causing,  102. 
Sucking,  sleep  induced  by, 

118. 

Sweating,  fear  producing,  84. 


Teachers,  school-,  bullying  by, 
162. 

need  of  training  for,  156,  157, 
166. 

Tearfulness,  alcohol  causing,  7. 
cerebral  lesions  with,  8. 
chorea  causing,  8,  31. 


Tearfulness,  ( cont .) 

digestive  disorder  a  cause 
of,  7. 

puberty  associated  with,  8. 
Tears,  absence  of,  in  acute  ill¬ 
ness,  18. 

absence  of,  in  cretins,  17. 
age  of  first,  5. 

Teething,  anorexia  with,  61. 

timidity  with,  86. 

Temper,  arsenic  affecting,  40. 
bromide  affecting,  40. 
congenital  origin  of,  34,  35. 
drugs  affecting,  40. 

Galton’s  statistics  of,  37. 
good  and  bad,  34. 
heredity  of,  37. 
internal  secretions  affect, 
41. 

luminal  affecting,  40. 
obesity,  relation  to,  42. 
thyroid,  relation  to,  41. 
Tetany  position  in  sleep,  135. 
Threadworms,  depression  with, 
7. 

temper  affected  by,  41. 
timidity  associated  with,  86. 
tiredness  with,  49. 

Throat,  unhealthy,  effects  of, 
50,  63,  122,  164. 

Thumb -sucking  to  induce  sleep, 
117. 

Thunder,  fear  of,  84. 

Thyroid,  temper  affected  by, 
41. 

timidity  increased  by,  96. 
Tickling,  32. 

Timidity,  digestive  disorder 
with,  87,  90. 
health  a  factor  in,  86. 
influenza  followed  by,  86. 
measles  followed  by,  86. 
Tonsils  enlarged,  anorexia  with, 
63. 

sleep  disturbed  by,  122. 
tiredness  with,  50. 
Toxaemia,  tiredness  a  result  of, 
49. 

Tumour,  cerebral,  sleepiness 
with,  140. 
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‘Vagitus  uterinus’,  2. 

Vertigo,  causes  of,  11. 

day-terrors  simulated  by, 
89. 

screaming  with,  10,  89. 
Vomiting,  crying  a  cause  of, 

16. 

fear  causing,  101. 
laughter  causing,  26. 
school,  relation  to,  157. 


Wasting,  anorexia  nervosa 
causing,  67,  68. 

‘pica’  associated  with,  79. 
Weeping,  age  of  first,  5. 

West,  Charles,  on  chorea,  101. 

on  somnambulism,  134. 
Worms,  depression  with,  7. 
perverted  appetite  with,  78. 
temper  affected  by,  41. 
timidity  with,  87. 
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